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A B S T R A C T 
The topic of the present study is "Role of meditation in the 
management of certain cardiovascular disorders amongst type A and type 
B patients". Cardiovascular disorders are the largest killers affecting 
millions of human lives all around the world. Although these pathologies 
are reasonably well controlled by different medical procedures, the fact 
that these procedures may have many hazardous side effects on physical as 
well as psychological wellbeing has led to the search for healthier options. 
Meditation has proved to be a strategy that not only promotes physical 
health but also enhances overall wellbeing of the individuals. 
In the present study role of meditation in the management of 
cardiovascular disorders was investigated. The subjects fell into one of the 
following three disease groups - hypertension, angina and combined 
disease (i.e. subjects suffering simultaneously from both hypertension and 
angina). Each disease group was subdivided into two groups, one group 
underwent meditation and second group did not undergo meditation. Both 
groups underwent drug therapy. The nature of drug and dosage was same 
for all subjects in both the groups. Further, both the groups were equalized 
on certain parameters i.e. sex, family history of disease, marital status, 
occupation, rural/urban, and smoker/nonsmoker status. Each disease group 
also consisted of an equal number of type A and type B patients. 
Research objectives formulated by the investigator were 
concerned with finding out (i) whether patients undergoing meditation 
showed greater improvement in management of systolic blood pressure 
(SBP), diastolic blood pressure (DBP) and sense of wellbeing (SWB) than 
those not undergoing meditation in all the three disease groups, (ii) 
whether there was any difference between type A and type B patients in 
drawing benefit from meditation in terms of management of SBP, DBP and 
SWB, (iii) whether there was any difference between the two gender 
groups in drawing benefit from meditation in terms of SBP, DBP and SWB. 
The sample for the present study was drawn by means of 
purposive sampling. The sample consisted of a total number of 60 
subjects, those suffering from hypertension were 20 in number; angina and 
combined disease groups also consisted of 20 patients each. 
Type A type B rating scale developed by Bortner (1966), was used 
to identify type A and type B subjects. In order to assess subjective 
wellbeing of the subjects, the researcher developed Sense of Well-Being 
Scale consisting of items related to symptoms of the disease and 
symptoms other than those of the disease. Before starting the intervention, 
written informed consent was taken from each subject. Each subject in the 
meditation group was explained the meditation procedure in detail and was 
given a copy of instructions for ready references. Both groups reported 
every week to the clinic and blood pressure record together with their 
responses on sense of well-being scale were noted. This procedure was 
followed for a period of 24 weeks. 
Researcher used t-test to study the significance of difference 
between the means for various group comparisons
The findings of the study may be summarised as follows : 
1. When the initial score on SBP, DBP and SWB of hypertension 
patients was compared with mean of reading obtained during 24 
weeks, improvement was observed in both groups i.e. those 
undergoing meditation as well as not undergoing meditation. Extent 
of improvement was significantly greater in subjects undergoing 
meditation. Similar results were obtained in combined disease 
patients and angina patients. 
2. Comparison of post-test scores on all parameters showed 
significantly greater advantage of meditation group over those who 
were not undergoing meditation in all the three disease groups. 
3. It was also noted that, there was immediate lowering of blood 
pressure and increase in sense of wellbeing in the meditation group. 
Meditation resulted in a stable condition on all parameters. 
4. There was no immediate fall in blood pressure and increase in sense 
of wellbeing in the group that was not undergoing meditation. 
Fluctuations were seen on all parameters throughout the entire 
period of study. 
5. No significant difference was found between type A and type B 
subjects in the two treatment groups. 
6. In terms of gender also no difference was observed in the two 
treatment groups. 
7. Both groups i.e. meditation group and non-meditation group showed 
improvement on symptom-related sense of wellbeing. However, 
meditation group showed improvement on non-symptom related 
sense of wellbeing, also non-meditation group did not show 
improvement on non-symptom-related sense of wellbeing. 
On the basis of results obtained the researcher suggests that 
doctors should include meditation as an additional intervention in their 
treatment regiment. In-depth studies of a limited number of cases may 
yield important information. 
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Chapter - 1 
The purview of the social scientist can not remain confined to 
mere theory building and academic concern. It is imperative that 
information which is generated must meaningfully and effectively address 
itself to alleviation of problems which impact adversely on quality of life 
and sense of well-being. This would not be possible if the social scientist 
confines himself within limited boundaries and does not keep himself open 
to knowledge emerging from other disciplines. One of the fields of study 
which the psychologist has found of great importance to enlarge 
understanding is that of medicine. Historically too there was interaction 
between the two disciplines - developments in medicine inspired the 
scientific model of abnormal psychology and developments in psychology 
persuaded medicine to accept the concept of psychosomatic medicine. 
Therefore, social sciences like psychology are constantly enriching 
themselves through interaction. Even today, it is being appreciated more 
and more clearly that the individual is a holistic entity with his 
physiological systems and psychological characteristics all working in 
coordination and unison. Therefore, no psychological problem can be 
understood without reference to physiological processes and pathology 
and no physiological disease can be understood clearly without 
appreciating the psychological basis and involvements. 
This attitude is reflected in the American Psychological 
Associations diagnostic system in which an important index of assessment 
for purposes of diagnosing mental pathology is in terms of n\edvcal history 
which is noted on axis III. With more and more researches conducted with 
this attitude the role played by psychological factors in the etiology, 
progress and treatment of physical disease has been highlighted. It has also 
been brought out that psychological interventions can serve an important 
therapeutic purpose in treatment of physical disease. More and more work 
is being done in this direction - the quest for the most effective 
psychological strategy to cope with disabling physical disorders is on. 
One of the areas in which a very significant role may be played 
by^psychological interventions is hypertension and cardiac disorders. For 
example, the role of psychological factors in cardiac disorders has been 
indicated clearly in the vulnerability of the A-type personality to suffer 
from cardiac disorders as compared to B-type personality. Type-A 
individuals have certain psychological characteristics, such as an intense 
competitive drive for achievement and advancement, an exaggerated sense 
of urgency of passing time and of need to hurry, and considerable 
aggressiveness and hostility towards others. It appears logical that when 
causation is based on psychological factors, effective treatment strategy 
may emanate from the same area. 
Two main cardiovascular disorders, hypertension and coronary 
heart disease are the largest killers in the world society today. Every year, 
millions of people die from cardiovascular degeneration - including 
hypertension, heart failure, stroke and kidney disease. Many people 
experience the anguish of chest pains known as angina pectoris, which 
indicate cardiac strain in the activities of their daily life. 
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Medical science has developed many powerful drugs to control 
the effects of hypertension and cardiac disorders. These drugs are very 
essential as they are life saving in acute situations but at the same time 
these drugs have a lot of harmful side effects. People are looking for an 
approach which would help them not only to remove the symptoms of 
the disease but also to protect them from negative side effects. Further if 
a strategy can go to the very roots of the problem so as to relieve and 
prevent episodes, it would be highly desirable. Many strategies other than 
medication are proving useful in alleviating the anguish of chest pain and 
fear of hypertension. These strategies include dietary management, 
changes in life style, weight reduction through aerobic exercises, 
relaxation techniques and yoga. 
Meditation is a strategy that has met with great amount of 
success in these pathologies. Today we are seeing the emergence of 
meditation as a vital aspect of modern life. Meditation induces a deep 
state of rest which encourages repair and improved health of all the cells 
and tissues of the body. Research is now showing that most bodily 
functions can be controlled by means of meditation. Meditation therefore 
has a great role to play in the treatment of physical disease. 
The concept of meditation has come to public attention recently, 
but if we look through the pages of history we fmd that there was 
awareness and knowledge with regard to it in ancient times also. In fact, 
meditation was not confined to any region, religion, culture or a particular 
group of individuals. It was a worldwide practice, having its roots in 
ancient world society. In ancient Egypt tiie pyramid was used as a chamber 
of initiation into practice of meditation. "The Egyptian Book of the Dead" 
reveals that a system of progressive harnessing of psychic energies was 
being practised for spiritual regeneration. Similar information can be seen 
in "Tibetan Book of the Dead", Plato's "Phaedo" and "The Divine Pymander 
of Hermes Trismegistus". In ancient Greece meditation was learnt through 
initiation into a secret society that preserved the truths and revealed them 
progressively in the form of graded series of mysteries. 
The Essenes, who were a brotherhood of spiritual aspirants living 
in Palestine and some regions of Egypt emphasized techniques of physical 
and mental purification. The meditative practices followed by Essenes 
resembled Indian meditative practices. Origin of meditation in ancient 
China can be seen amongst the followers of Taoism, who underwent 
different meditative practices that were similar to yogic practices of 
meditation. In Christianity, importance of meditation can be seen in the 
writings of Christian mystics like Albert Magmus a 13th century figure. 
Reference to meditation is there in the Bible and other texts. Many 
practices which are part of prayer and worship include activities which 
come under meditation. 
Practices of meditation can be seen in Buddhism which is 
widespread in different parts of the world. In Buddhism a large number of 
practices can be traced from very simple to the magical. It has one of the 
richest cultures of meditation. Meditational techniques used by Buddhists 
differ according to the schools of Buddhism. Main schools of Buddhism 
include Southern Buddhism, Tibetan Buddhism and Zen Buddhism. 
Meditational techniques practised in Southern Buddhism include (i) 
anapanasati, observation of the breathing process; (ii) walking meditation, 
(iii) vipasana, usually in the form of concentration on body sensation; (iv) 
metta meditation. These techniques aim at developing mindfulness by bare 
attention. In Tibetan Buddhism there is a wide range of meditational 
technique, e.g. (i) Vajrayana meditation, (ii) Chenrezie-salutations to thee, 
and (iii) seed syllable. Zen Buddhism teaches the importance of direct 
contact with the soul. Zen Buddhism includes two main meditational 
techniques i.e. Zazen (seated meditation) and koan. In Zazen, the aim is to 
establish harmony between the body, mind and breath, and then transcend 
the body and mind so that one can maintain a state, where there are no 
thoughts. The Koan is an extreme and controlling method of forcing 
intense concentration on one single thought. 
Within the Indian context, meditation has its roots in the pre-
Aryan period which dates back to nearly 3000 years BC, during the time of 
Indus-valley civilizaiton. Meditative practices like Upasana which are even 
at present in practice, were found in Vedic religion. In Sanskrit, 'Upasana 
means : service, attendance, waiting upon, engaging in, being intent on, 
performing, worship, respect and adoration. These meanings suggest 
object-relation involving some action. Upasana is objective meditation that 
involves concentration of mind on an object. Upasana can also be seen in 
Upanishadic period, where it was propagated by Upanishadic thinkers. 
Patanjali who lived in second century B.C., codified all existing 
theoretical aspects of yoga. He gave eight aspects of yoga, and meditation 
was one amongst these eight aspects. According to Bhajananda (1981), 
Upasana underwent modification in the post-vedic period under the 
influence of tantra. Tantric tradition in India brought out certain changes in 
meditative practices. In the middle ages, new techniques of meditation 
were developed under the influence of Yoga and tantra. 
Meditation can also be seen deep rooted in Sufism. Sufism traces 
its origin back to the Prophet of Islam PBUH, and takes inspiration from 
the Devine Word as revealed through him in the Koran. The recitation of 
Koran was an important means of leading the spirit into a meditative state, 
or even of producing a mystical rapture. Recited in beautiful notes, the 
rhythmic and musical wordings of the holy book carried the minds of the 
devout into higher spheres which might open a higher level of 
understanding for them. The history of sufism is a history of the spiritual, 
theological and literary movements inside Islam. Muhammad PBUH is the 
first link in the spiritual chain of sufism, and his ascension through the 
heavens into the divine presence became the prototype of the mystic's 
spiritual ascension into the intim.ate presence of God. The main sufi 
orders, who propagated the practices of sufism were (i) Qadiriya founded 
by Mahyi-aldin Abd Qadir, (ii) Suharwardiya founded by Shihabaldin, (iii) 
Shadiliya founded by Nur-al din Ahmad and (iv) Maulawiya which was 
founded by Jalaludin Rumi. The tradition of sufism in Indian subcontinent 
is as old as the coming of Islam. In India main propagators of sufism were 
Moin uddin Chisti, Ali Hijuiri, Nizam-ud-din Auliya, Mukhdum-i-Jahaniyan 
and Saiyed Ali Hamadani. Sufi's are the spiritual guides. Sufi's are 
renowned for their ecsatic trance states attained through chanting and 
dancing meditation. By singing and chanting the name of Allah by night and 
day they reach a point of attaining cosmic ecstacy. 
Sufi's nurture and develop intuition by means of meditation. 
Besides meditation and self mastery, prayer is the great instrument of 
attainment. Sufi's make particular use of prolonged repetition of God's 
names, the Dikr, in which they seek to shut out all forms of consciousness 
other than their striving for union with Him. The Dikr must come from the 
bottom of the heart. Some devotees on discerning the manifestation of the 
soul by flashes of intuition in deep meditation, its relations with the world 
of phenomena, its mysteries and incomprehensible nature and its vastness 
pervading the world of things and mind, take the soul as being the protector 
of the universe and worship him as the supreme. 
Meditational techniques used by sufi's include predominantly 
zikr, sama, moving meditation and various sitting meditation techniques. 
Zikr means remembrance. Zikr denotes the devout invocation and 
repetition of the holy name of God, either alone or enshrined in some 
formula. Sufi masters attached great improtance to zikr, because they held 
it to be the best way to impress mind and set up conditions for 
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achievement of close attention and concentration of souls powers on that 
which is the very purpose of the mystical journey. This combination of 
meditation and invocation produces a climate of confidence and certainty 
in the soul and prepares it for the state of contemplation. Ghazali in his 
Persian work, the Kimiyayi sadat (philosophers stone of happiness) and in 
his great Arabic work, the Ihya ulum ed Din, enters great detail as to the 
nature and advantages of this practice. The other method much favoured by 
sufi's in the wake of great ecstatic Jalaled Din Rumi, with view to 
encouraging and reinforcing ecstay and trance is known as sama which 
means listening or audition. 
Earlier meditation was a technique that remained confined to a 
particular sect of individuals. In India also meditation was common only 
amongst sadhus and sufis, and their aim was to reach closer to God by 
means of different meditational techniques. But in the present world 
scenario, the trend has changed. Now meditation is no more a confined 
tool of sadhus and sufis but it is widely used by philosophers, social 
scientists, psychologists and medical practitioners. 
According to Carrington (1987), in contemporary psychological 
literature meditation is a broad and generic term to include (i) all those 
different connotations of yoga as a spiritual discipline, (ii) all those 
spiritual practices prevalent in other traditions like Buddhism, Sufism, 
Christianity, Judaism, Kabalah and Taoism, etc. and (iii) to refer to many 
other mental devices or techniques developed by researchers, for exmaple, 
clinically standardized meditation. Thus the term is used as a 
"conglomerate word" and under this conceptual umbrella a number of 
"different techniques and intents" are grouped (Carrington, 1987). They 
include sitting quietly, relaxing, closing the eyes, breathing deliberately, 
focussing attention on an object or image non-analytically, observing the 
thought process without judging, repeating sounds mentally, rhythmic 
moving of the body as in sufi dervish dance, and so on. 
Naranjo and Ornstein (1971), categorise all the different 
meditative practices into three types viz., the way of forms (concentration, 
absorption, union, outer directed, apollonian), the expressive way 
(freedom, transparence, surrender, inner directed) and the negative way 
(elimination, detachment, emptiness, centred, the "middle way"). Goleman 
(1977) groups them into two types viz., "concentration" and "opening up" 
meditation. Carrington (1987) distinguishes "centring" techniques from 
"meditation". 
The conceived objectives of such practices are as follows : (i) A 
heightened awareness of physiological and psychological processes 
leading to their voluntary control, (ii) Effecting changes in different 
aspects of mental functioning and personality, (iii) Inducing changes in 
interpersonal and social behaviour (Carrington, 1987; Johnson, 1982; 
Naranjo & Ornstein, 1971). The final aims of these practices are 
understood as the development of insight into the nature of mental 
functioning, identity, consciousness, and reality (Walsh, 1983). 
Besides classification based on the underlying psychological 
processes meditation is also categorised based on goals. Carrington 
(1987), speaks of "practical" and "spiritual" meditation. Spiritual 
meditation is historically embedded in centuries-old religious traditions. 
Practical form of meditation is contemporary and frequently practised in 
the West. The objective of spiritual meditation is to attain spiritual 
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development, through a process of deepening the range of the human spirit 
and changing the entire life of a human being. Practical meditation affects 
the practitioner's life in certain practical ways, without changing their lives 
in an essential fashion. 
People have practised meditation for centuries. Philosophers and 
religious teachers claim that meditation allows the practitioners to realize 
their true identity, achieve peace of mind, and move closer to God. Social 
scientists in general, and psychologists in particular, have understood it to 
mean that meditation reduces psychological problems such as anxiety, 
depression and stress. In more general terms, psychologists argue that 
meditation leads to better emotional and physical health. The claimed 
benefits of meditation have heightened interest in it and has led to a 
proliferation of meditation procedures. Two types of meditation which 
have received great deal of attention, from researchers and practitioners 
alike, are concentrative meditation and mindfulness meditation. In 
concentrative meditation, the emphasis is on focussing on a sound, prayer, 
phrase, or object to control/minimize thoughts and other cognitions; in 
mindfulness meditation, the practitioner is encouraged to attend to, or 
focus upon, thoughts and sensations (Kabatzinn, 1993). 
Dua (1983), summarized the religious and non-religious 
techniques discussed by Benson and others (1974) and concluded that 
most meditation procedures included the following common elements : 
1. Sitting or lying down, in a comfortable position, quietly and calmly, 
preferably with eyes closed. 
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2. Repetition of a prayer, word, or sound. 
3. Breathing control or breathing exercises. 
4. Removal of all distractions and all thoughts. 
The efficacy of meditation in treatment of disorders like 
hypertension and angina is being constantly explored. In order to be able 
to hypothesize a possible role of meditation in such disorders, it is 
important to understand the mechanisms and processes involved in these 
disorders. 
Hypertension which refers to an elevated arterial pressure is 
probably the most important public health problem in developed countries. 
Patients with arterial hypertension and no definable cause are said to have 
primary, essential or idiopathic hypertension. Undoubtedly, the primary 
difficulty is uncovering the mechanisms responsible for the hypertension 
in these patients is attributed to the variety of systems that are involved in 
the regulation of arterial pressure, peripheral and/or central adrenergic, 
renal, hormonal, and vascular - and to the complexity of the interrelations 
of these systems. Essential hypertension has been reported to affiict 92-
94% of general population (Harison, 1998). According to national 
projections of Indian Council of Medical Research (ICMR) and All India 
Institute of Medical Sciences (AIIMS), 40-45 million Indians are reported 
to suffer from hypertension. The number is expected to rise to 54-60 
million by the year 2001 (Jain and Jain, 1998). 
The physiological factors which have been proved to play an 
important role in hypertension are, according to Harrison (1998) heredity, 
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biochemical factors, cell membrane defects, insulin resistance and 
physiological factors accounted for by environment. 
Genetic factors have long been assumed to be important in the 
genesis of hypertension. Both monogenic defects (e.g., glucocorticoid 
remeiable aldosteronism and Liddles syndrome), and susceptibility 
genes (e.g. the angiotensinogen gene) have now been reported which have, 
as one of their consequences an increased arterial pressure. 
Amongst biochemical factors role of renin is important. Renin is 
an enzyme secreted by the juxtaglomerular cell of the kidney and linked 
with aldosterone in a negative feedback loop. In consequence, some 
hypertensive patients have been defined as having low-renin and others as 
having high renin essential hypertension. Sodium ion and chloride ion play 
an important role in the elevation of blood pressure in salt sensitive 
hypertension patients. Calcium also has been implicated in the 
pathogenesis of some forms of essential hypertension. A low calcium 
intake has been associated with an increase in blood pressure. 
Cell membrane defect leads to an abnormal accumulation of 
calcium in vascular smooth muscle; resulting in a heightened vascular 
responsiveness to vosoconstrictor agents. 
Insulin resistance and/or hyperinsulinemia have also been 
suggested as being responsible for the increased arterial pressure in some 
patients with hypertension. Several studies have found that 
hyperinsulinemia and insulin resistance are present even in lean 
hypertensive patients. 
A number of environmental factors have been implicated in the 
development of hypertension, including salt intake, obesity, occupation, 
alcohol intake, family size, and crowding (Harrison, 1998). 
Coronary heart disease (CHD) has been defmed as "impairment 
of heart function due to inadequate blood flow to the heart compared to its 
needs, caused by obstructive changes in the coronary circulation to the 
heart" (WHO, 1982). It is the cause of 25-30 per cent of deaths in most 
industrialized countries (Parks, 2002). A survey conducted by Chadha and 
others (1990) in Delhi indicated that prevalence of CHD is 9.67% in the 
age range 25-64 years, while electrocardiographic criteria alone yielded 
an estimate of only 3.14%. CHD takes two principal forms i.e. angina 
pectoris and myocardial infarction. 
Angina pectoris ranges from a mild ache to most severe pain. The 
typical patient with angina seeks medical help for troublesome or 
frightening chest discomfort, usually described as heaviness, pressure, 
squeezing, smothering, or choking. The symptoms usually last upto 1 to 5 
minutes. Angina can radiate to the left shoulder and to both arms and 
especially to the ulnar surface of the forearm and hand. It can also arise in 
or radiate to the back, neck, jaw, teeth and epigastrium. Although episodes 
of angina are typically caused by exertion (e.g., exercise, hurrying or 
sexual activity) or emotion (e.g., stress, anger, fright or frustration) and 
are relieved by rest, they may also occur at rest, and at night while the 
patient is recumbent. The patient may be awakened at night distressed by 
typical chest discomfort and dyspnea. 
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Myocardial infarction (MI) occurs with chest pain, similar in 
character to exertional angina pectoris, but usually occuring at rest and 
lasting for some hours. The pain may be so severe that the patient may fear 
imminent death (angor animi), but it may be less severe and mistaken for 
indigestion. It is usually sudden in onset, but it may develop gradually. The 
pain of MI is often associated with restlessness and the patients usually 
can not remain still. Sweating, nausea and vomiting are often associated 
with MI. 
Amongst physiological causes of CHD, the most common is 
coronary atheroma, which causes a fixed obstruction to coronary blood 
tlow. Kumar and Clark (1987), have suggested age, sex, family history, 
serum cholesterol, smoking and hypertension as physiological factors 
responsible for CHD. They point out that atherosclerosis develops 
progressively as age advances. It is rarely present in early childhood, 
except in familial hyperlipidaemia, but it is often detectable in post-
mortem specimens of young men between 20 and 30 years. It is almost 
universal in the elderly. According to them, men are more affected than 
premenopausal woman. However, after menopause the incidence of 
atheroma in women becomes similar to that in men. Family history also 
plays an important role in the developemnt of CHD. Coronary heart 
disease is often found in several members of the same family. Because the 
disease is so prevalent and because other risk factors are familial, it is 
uncertain whether family history is an independent risk factor (Kumar and 
Clark, 1987). 
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Since atherosclerotic plaques contain cholesterol, a high serum 
cholesterol, especially when associated with low values of high density 
lipoproteins, is according to them, strongly associated with coronary 
atheroma. It is also suggested by them that in men, the risk of developing 
coronary heart disease is directly related to the number of cigarettes 
smoked, but this relationship is less certain, but still important, in women 
and in cigar and pipe smokers. The risk from smoking declines to almost 
normal after 10 years of abstention. Further both systolic and diastolic 
hypertension are associated with an increased risk of coronary heart 
disease. The risk is the same for men and women. 
Other factors include lack of exercise, diabetes mellitus, or even 
just an abnormal glucose tolerance. Obesity is certainly associated with 
coronary heart disease, but it is not certain whether obesity itself is 
independently linked with the condition. Gout, oral contraceptives, alcohol 
and soft water have also been suggested as risk factors for coronary 
atheroma (Kumar and Clark, 1987). 
Psychological factors relating to hypertension and CHD also 
need to be understood. In the last two decades, emphasis has been placed 
on the interaction between psychological states and social and biological 
variables. According to the biopsychosocial model, a person can be 
regarded as a system with interacting biological, psychological and social 
subsystems (Eng, 1977). 
Two main cardiovascular disorders, hypertension and coronary 
heart disease have been studied from psychophysiological standpoint. 
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Evidence has made it clear that the psychological factors of stress, 
personality characteristics, life style, cultural factors and negative affects 
like anger, may also play an important role. 
Stress is one of the important psychological factor associated 
with hypertension and CHD. There is an overwhelmingly large amount of 
evidence which links stress with hypertension and CHD. In 1981, Herd 
found sympathetic adrenomedullary system forms the critical link between 
stress and cardiovascular disease. According to Guyton (1981) overall 
physiological effect of stress leads to enhanced lipid mobilization 
concurrent with elevated blood pressure and cardiac stimulation. Author 
goes on to say that if cholesterol levels are elevated (under influence of 
stress, diet, or genetic factors), a plaque or cholesterol deposit can form. 
As local degeneration of the blood vessel continues, its inner diameter 
narrows and the vessel loses its elasticity, resulting in a condition called 
atherosclerosis or hardening of the arteries. Atheroclerosis plays an 
important role in causation of angina pectoris and myocardial infarction. 
Schnall (1990) in his study on 215 male workers related 
occupational stress to blood pressure elevations. Difficult work 
environments were found to result in hypertension. He found that subjects 
with high occupational stress faced three times greater risk of having high 
blood pressure, and coronary heart disease than those without occupational 
stress. A highly stressful job markedly increases the risk of high blood 
pressure (Edwards, 1973). 
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Many studies have found that a high level of job strain is 
associated with increased risk for myocardial infarction (Schnall & others. 
1994). Lynch (1977). argues convincingly that the relatively high 
incidence of heart disease in industrialized communities stems in part 
from the absence of positive human relationships. 
Personality as a psychological factor plays an important role in 
the development of cardiac disorders. Although involvement of personality 
in terms of Type A personality has been found in vulnerability to 
cardiovascular disorders, there is new some evidence that Type A also 
increases vulnerability to hypertension (Dembroski and others, 1979; 
Glass and others, 1980). Studies in numerous laboratories have suggested 
that people with enhanced sympathetic reactivity are at increased risk of 
developing both CHD and hypertension. People displaying Type-A 
behaviour show sharp increases in plasma catecholamines (Friedman, and 
others 1975) and blood pressure (Dembroski and others 1979) in response 
to a social challenge, compared with less reactive people, who are 
classified as Type-B. Presence of a hostile opponent during competition 
elicited significantly greater increases in systolic pressure, heart rate.and 
plasma epinephrine in Typ-A subjects than in Type-B subjects (Glass and 
others. 1980). 
The inclusion of the Type A, coronary prone behavioural pattern, 
however, has repeatedly been shown to improve the prediction of heart 
disease (Friedman & Rosenman, 1974). In a prospective study, Roseman 
and others (1975), reported that Type A men have twice the incidence of 
coronary heart disease as have type B men. Another prospective study, is 
Framingham Heart study. Analysis of the data for CHD occurrence during 
an eight-year follow-up period not only confirmed the major findings of 
the western collaborative group study (WCGS) project (Rosenman and 
others, 1975). but extended them to women as well. In fact the two-fold 
increase in CHD risk reported for type A men was almost exactly 
replicated for type A women. The CHD Type A association among males in 
this study was limited to those of white collar socio-economic status 
(Haynes and others, 1980). 
Other findings (e.g. Almada, 1991; Williams and others, 1986) 
suggest that cynicism is a major factor within the Type A complex. The 
amount of coronary artery blockage and coronary deaths were especially 
high in Type A participants who had earlier endorsed MMPI items 
reflecting a cynical or hostile attitude. Barefoot and others (1983), found 
a higher rate of CHD and death in those whose answers had indicated 
cynicism suggest a possible role for it in CHD. 
Today a great deal of attention is being paid to the role of life 
style in the development or maintenance of many health problems. "There 
have been tremendous changes in the environment and conditions of living 
of human beings. There is good reason to believe that in those changing 
environments, incessant stimulation of the sympathetic nervous system is 
largely responsible for the high incidence of hypertension and other 
similar serious diseases" (Gopal, 1975). 
A recent study has provided evidence that there may be an 
important relationship between the general pace of life in a community 
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and the incidence of cardiovascular disorders (Levine and others, 1989). 
The researchers found that pace of life was strongly related to death rates 
from coronary heart disease both across cities and across regions of the 
country. A faster pace played a role in higher rates of CHD, while 
communities with slower paces of life had lower rates of CHD. 
Cultural factors have been reported to play an important role in 
the development of CHD. A study in which Japanese living in Japan were 
compared with Japanese-Americans living in Hawaii and California 
highlights the importance of cultural factors in the development of CHD 
(Marmot & Syme, 1976). The native Japanese had the lowest incidence of 
CHD; the Japanese-Americans living in Hawaii had a somewhat higher rate; 
and the Japanese-Americans living in California had the highest frequency 
of heart disease. 
Anger has been identified as an important psychological factor in 
the development of hypertension. Anger produces short-term elevations in 
blood pressure. Blood pressure fluctuates in daily life depending on a 
persons mood, rising notably during anger (Schwartz and others, 1994). 
Anger may function differently in men and in women. Expressing anger is 
related to increased blood pressure reactivity in men, whereas suppressing 
anger is linked to higher blood pressure reactivity in women. (Shapiro, 
Goldstein and Jamner, 1995). Chronic anger and anger suppression have 
been identified as particularly important factors (Chesney and Rosenman. 
1985). While everybody is exposed to anger-provoking situations, 
according to one theory, hypertensives experience chronic anger because 
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of their inability to express it or assert themselves in a society desirable 
manner. 
Medical treatment of hypertension and CHD includes drug 
therapy and surgery. In emergencies angina patients may be advised to take 
tablets of glyceryl trinitrate sublingually, whereas pain in MI may require 
morphine. Surgery is another intervention which may be recommended by 
the medical practitioner. 
A large number of drugs may be used in treatment and these are 
usually selected on the basis of efficacy, tolerance, and compliance. 
Commonly used first line agents for hypertension and CHD are thiazides 
diuretics, b-blockers, calcium antagonists ACE inhibitors. Combination 
treatment may be needed in patients not controlled with one drug. 
Diuretics increase renal sodium and water excretion and directly dilate 
arterioles. This family of drugs has many side effects. Beta blockers 
reduce the force of cardiac contraction and renin production but they 
probably act predominantly via the central nervous system. Complications 
include aggravation of left ventricular failure, bradycardia, cold 
extremities, fatigue and weakness. Calcium antagonists, e.g. nifedipine, 
diltiazem and verapamil, are increasingly used and act predominantly by 
dilatation of peripheral arterioles. Side effects are few and include 
bradycardia and cardiac conduction defects (verapamil and diltiazem), 
headaches, flushing and fluid retention. ACE inhibitors, e.g. captopril, 
enalapril and lisinopril, block the conversion of angiotensin I to 
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angiotensin II which is a more powerful vasoconstrictor, and also block 
degradation of bradykinin which is a vasodilator. 
Other agents : a-blocking agents (e.g. prazosin, doxazosin), 
hydralazine, and centrally acting agents (e.g. methyldopa and clonidine) 
may be indicated in specific circumstances. Nitrates are successful in the 
treatment of angina pectoris. The side effects include flushing and 
headache (Kumar & Clark, 1995). 
Non drug therapeutic intervention is probably indicated in all 
patients with sustained hypertension and CHD. A review of the patients 
lifestyle and diet may suggest modifications that could lead to some 
reduction of blood pressure and angina episodes. Non-drug therapy 
suggested by Harrison (1998) includes, dietary management, regular 
aerobic exercise, and weight reduction. 
Meta-analysis of previous diet studies have documented a 5 mm 
Hg reduction in systolic pressure and a 2.6 mm Hg reduction in diastolic 
pressure when sodium intake is reduced by approximately 75 m Eq/day. 
Caloric restriction should be urged for hypertension and CHD patients 
who are overweight. Reducing or eliminating alcohol intake is also 
beneficial. 
Regular exercise is indicated within the limits of the patient's 
cardiovascular status. Not only is exercise helpful in controlling weight, 
but also there is evidence that physical conditioning itself may lower 
arterial pressure. Isotonic exercises (jogging, swimming) are better than 
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isometric exercises (weight lifting). Obese patients should lose weight. 
This leads to a true fall in blood pressure. Some obese patients will show 
a significant reduction in blood pressure simply as a consequences of 
weight loss. 
Psychological treatment of hypertension and CHD includes 
stress management technique, behavioural,cognitive and psychoanalytical 
techniques and biofeedback. 
Stress management encompasses a variety of techniques, and 
more than one is typically used in any given instance (Davison & 
Thompson, 1988; Lehrer & Woolfolk, 1993). Stoyva and Anderson (1982) 
have classified stress-management techniques as emphasizing either rest 
or coping. Exmaples of "rest" therapies include relaxation training, 
biofeedback and systematic desensitization. In Stoyva and Anderson's 
model, these techniques are seen as particularly useful in situations that 
produce excessive or chronic stimulation of sympathetic adrenomedullary 
activity (Hoffman and others, 1982). Examples of "coping" therapies 
include assertiveness and social skills training, modified self statements, 
behavioural rehearsal, and various imaging techniques. These techniques 
give short term benefits and do not enhance long term wellbeing. 
Researchers have been able to show that hypertensives respond 
positively to behavioural training that involves modeling and role playing 
of appropriate assertiveness. As the social competence of these individuals 
increases, in many cases their blood pressure declines (Manuck and 
others, 1985); thus, strengthening the social skills of hypertensives may 
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prove to be of clinical value. Psychoanalytically oriented therapists 
employ techniques such as free association and dream analysis, as they do 
with other anxiety sufferers, to help hypertension and CHD patients 
confront the infantile origins of their fears. They encourage patients with 
essential hypertension, viewed as laboring under a burden of undischarged 
anger, to assert themselves and thereby release their anger. A variety of 
cognitive and behavioural techniques have been tried with Type A persons. 
Type A men who had already had a heart attack were less likely to have 
another attack if they had participated in a cognitive-behaviour counselling 
program after the first heart attack (Thoresen and others, 1982). Some 
success has been reported in modifying Type A life styles using a group 
therapy approach (Fischman, 1987). Cognitive behavioural techniques were 
shown to be effective at reducing maladaptive behaviour - such as rushing 
impatience, and hostility - characteristic of Type A personalities (Jenni & 
Wollersheim, 1979). A subsequent study by Roskies and others (1979) 
demonstrated greater effects for stress management with type A 
participants who exhibited clinical signs of coronary heart disease. 
Biofeedback, in which patients are provided with prompt and 
exact information, otherwise unavailable, on heart rate, blood pressure, 
brain waves, skin temperature, and other bodily functions, is also a 
behavioural medicine procedure. Numerous studies have shown that most 
people, if given the task, for example, of raising their heart rates or 
lowering their blood pressure, can do so with the help of biofeedback 
(Blanchard, 1994; Elmore & tursky, 1978; Shapiro, Tursky & Schwartz, 
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1970). Aimee Christy and John Vitale (1973) of the San Francisco 
Veterans' Administration hospital report that biofeedback training has 
proven to be successful in two cases of labile hypertension. Application of 
biofeedback in the management of hypertension has been reported by Patel 
(1973). Using a biofeedback device that measured relaxation, sixteen in 
twenty people improved their hypertension and reduced their drug intake. 
Biofeedback is a costly techniques, that can not be availed by every 
patient. The drawbacks of biofeedback include cost and side effects. 
In the present world today, we are seeing greater and greater 
incidence of cardiovascular disorders. A large number of people undergo 
severe suffering due to these pathologies, further, medication is full of 
hazards and side effects. The drugs we use for the treatment of 
hypertension and coronary heart disease have many side effects which 
include dizziness, depression, hypokalemia, hyperuricaemia, impairment 
of glucose tolerance, aggravation of left ventricular failure, bradycardia, 
cold extremities, fatigue, weakness, cardiac conduction defects, 
headaches, fluids retention, flushing, infarction of kidney, nasal congestion 
dry mouth, constipation, gastrointestinal disturbances, etc. With this 
awareness people prefer to minimize the use of drugs and adopt some 
psychological interventions which brings relief to them. The psychological 
interventions like stress management techniques, behavioural, cognitive 
and psychoanalytic therapies, relaxation techniques and biofeedback are 
used to deal with these disorders but these techniques on their own, do not 
provide long term benefits to the patients of hypertension and CHD. 
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Meditation on the other hand is a psychological intervention that 
covers all these advantages, together with additional advantages. One 
important additional advantage is affordability. It does not involve complex 
equipments on attendance in clinics; after initial understanding and some 
practice it can be applied by the concerned person. Since it can be carried 
out by the patient on his/her own, it enhances the feeling of control (as 
opposed to helplessness). This ability to achieve an important goal without 
dependence on others is a major psychological advantage. Through 
meditation the mind becomes calmer and clarity of perception increases. 
Many mental switches come into the field of awareness and we learn to 
manipulate these. After some time we can lower our blood pressure, 
control sweating, aid in digestion, control heart rate, body temperature, 
sphincters, hormonal secretions and many other functions. Meditation 
relaxes mind so that when stressful situations arise you can maintain 
balance of the autonomic nervous system. This gives you the best view of 
stress and allows you to cope in the most relaxed possible way. The first 
step in governing the nervous system is to control the autonomic nervous 
system, and the means to achieve this is through the practice of 
meditation. 
Benson and others (1974), Benson (1975), termed meditation 
related physiologic changes collectively the "relaxation response". This 
is an integrated mind-body response that, in the peripheries, includes 
reduction in oxygen consumption, decreased heart rate, breathing rate and 
blood pressure, and reduction in serum lactic acid levels, coupled with 
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increased skin resistance and alterations in blood flow (Davidson, 1976; 
Wallace and others, 19751; Woofolk, 1975; Morse and others, 1977). 
Many of these peripheral changes are compatible with increased arousal of 
the sympathetic nervous system which could be due to a decreased end 
organ responsivity to norepinephrine (Hoffman and others, 1982). The 
peripheral physiologic changes have proven to be of value as a primary or 
an adjunctive treatment for a variety of medical disorders such as 
hypertension, (Benson, 1977), and cardiac arrhythmias, (Benson and 
others, 1975). 
Lactic acid is a chemical by-product of stress, manufactured in 
muscle tissue when the oxygen supply does not keep up with the work 
output and its oxygen need. This is not a healthy state, and lactic acid must 
be eliminated during periods of rest, notably during sleep. Physiological 
monitoring during meditation shows that there is a decrease in the activity 
of the sympathetic nervous system, relaxing constriction of the blood 
vessels. This leads to an immediate drop in blood pressure and increases 
blood flow to the muscles supplying needed oxygen and removing lactic 
acid. Researchers Wallace and Benson (1972), have shown that during 
meditation the level of lactic acid in the body decreases four times faster 
than during sleep. This indicates that meditation is more efficient in 
repairing physical damage associated with hypertension. 
Wallace (1970), found that in sleep the level of oxygen decreased 
by approximately 10 per cent of the day time level, while during 
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meditation it decreased by 20 per cent indicating that meditation gives the 
body greater rest. 
Although efficacy of meditation in cardiovascular disorders will 
be explained in more detail in the next chapter with the help of empirical 
evidence, at this point it appears reasonable to conclude that meditation 
seems to have great potential for the management of cardiovascular 
disorders. 
Chapter - 2 
Literature search should reflect relevant information pertaining 
to the topic being studied. The information provided should put forward 
empirical evidence and theoretical formulations emerging there of in such 
a way that rationale for conducting the present work is clearly projected. 
Role of stress, job strain, anger, overactivation of sympathetic 
nervous system and hormonal secretions in the etiology of cardiovascular 
disorders (hypertension and CHD) has been explained in detail in the 1st 
Chapter. These factors play an important role in the elevation of blood 
pressure and episodes of angina. Meditation like other strategies has been 
used to deal effectively with these pathologies. With the help of some 
empirical studies, role of meditation in dealing with hypertension and 
CHD by reducing stress, job strain, anger, overactivation of sympathetic 
nervous system and hormonal secretions is being highlighted, in this 
chapter. 
Andersen and Jensine (2000) discussed Asian spiritual narratives 
on meditation together with medical and scientific narratives that 
emphasize meditations efficacy in mitigating distress and increasing well 
being. Among other positive outcomes, meditation has been credited with 
reducing blood pressure, anxiety, addiction and stress, while relaxation 
response has been shown to decrease sympathetic nervous system (SNS) 
activity, metabolism, pain, anxiety, depression, hostility and stress. It is 
concluded that while findings from cognitive neuroscience on the subject 
of visual imagery can be used to elucidate genres of meditative practice 
that focus on internal visualization sequences, certain integral aspects of 
meditation forever will remain beyond scientific grasp. 
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Barbieri and Patric (1996), discuss how becoming a more 
integral part of the healing process and getting to know oneself on a deeper 
level can lead to understanding the reasons why ineffective organised 
behaviours are choosen to deal with stressful situations. According to 
them mindfulness, an eastern meditation technique can be used to increase 
utilizatJiiift of control theory. People would benefit from stress reduction 
technique by increasing their awareness of themselves. After they have 
learned to slowly bring in their fears and observe the behaviours they have 
used to repress them, they can learn how to stop the conflict within and 
transform and heal the mind and body. 
In 1996, Smith and others investigated factors associated with 
Massage, Abreviated, Progressive Muscle Relaxation (PMR), Yoga 
Stretching, Imagery and Meditation amongst 940 practitioners, who 
describe their technique experience. Major relaxation related qualities 
were found namely ability to experience joyful affects and appraisals, 
being distant and calm, awareness, prayerfulness, acceptance, being 
untroubled and silent. Somatic specifity models predict calmness and non-
tension, yoga stretching, breathing and meditation are associated with 
awareness, only meditation with prayerfulness and all techniques except 
PMR with joyful affect. Results are consistent with cognitive behavioural 
relaxation theory and have implications for relaxation theory, treatment, 
training, assessment and research. A revised model is presented with 3 
global dimensions : tension-relief, passive-disengagement and passive 
engagement. 
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A pilot study was run to test the effectiveness of meditation, 
training for student teachers. This study was conducted by Winzelberg and 
others in 1999. Fifteen subjects (mean age 24.5 years) were assigned to 
either a meditation training or control group. Subjects in the meditation 
training were taught the RISE response, which includes a simple meditation 
technique using sound as a focussing device and three corollary 
techniques. The program prescribed a formal meditation practice period 
while the three corollary practices were to be used at any time to remind 
subjects to focus attention. Subjects assigned to the meditation group 
attended 4-5 min meditation training sessions. The meditation group 
subjects were found to significantly reduce their stress symptoms in the 
post-test measurements when compared to the control group in the 
domains of emotional manifestations, gastronomic distress and 
behavioural manifestation. 
Anderson and others (1999) conducted a study in which they 
employed a pre-test post-test control group design to assess the effect of 
a 5-week standardized meditation (SM) class on the perceived 
occupational stress of 91 full time elementary, middle, and high school 
teachers (aged 22-60 years) from suburban districts in three states. 
Results offered support for the hypothesis that SM significantly reduces 
teachcrs perceived stress. Teachers perceived a reduction in stress using 
SM only 2-5 times per week. The use of SM by school psychologists to 
assist in reducing teacher stress is discussed. 
Beauchamp and others (1992) administered a scale to assess 
dysphoria anxiety, depression and hostility, positive affect and sensation 
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seeking among 126 subjects aged (25-50 years). Subjects also indicated 
their frequency of meditation. Frequent meditators reported significantly 
fewer stressors and illness symptoms; lower levels of anxiety, hostility 
depression and dysphoria, and higher levels of positive affect and 
sensation seeking than did infrequent meditators. Frequent meditation was 
associated with reductions in the degree of correlation between stress and 
dysphoria and between illness symptoms and dysphoria. Thus for frequent 
meditators, increased stress and illness symptoms were not necessarily 
accompanied by increased negative affect. 
Three studies giving evidence on the effects of meditation 
practice on employees health in the work setting were reviewed by 
Delmonte & Michael (1984). They found that meditators reported more 
job satisfaction, improved performance, less desire to change jobs, better 
interpersonal relationships and decreased climbing orientation than 
nonmeditating colleagues. Two studies by R. Peters and associates (1977) 
showed that behavioural symptoms and measures of well being improved 
greatly with the practice of meditational relaxation. Somatic symptoms 
and performance improved but to a lesser degree. An investigation by P. 
Carrington and others (1980), indicated that meditation and progressive 
muscle relaxation treatment groups reported significantly more symptom 
reduction than controls. This study also replicated another finding of Peter 
and others that less frequent practice may be as effective as frequent 
practice. Although the beneficial role of meditation is clearly indicated, 
more work needs to be done to reach an unequivocal conclusion that 
meditation practice reduces occupational stress. 
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A semi-automated training program in meditation was conducted 
by Collings and Giibeard H. (1989) in the medical department at New York 
Telephone and the program was given to over 3,500 employees. The 
program was developed following a pilot study by P. Carrington and others 
(1980) that compared the effects of 3 leading meditation relaxation 
techniques on symptoms of stress in 154 employees over a 5'/2 month. 
Results show significant reductions in physiological complaints and other 
symptoms of stress with the use of meditation relaxation techniques. 
In 1990, Dillbeck and Michael tested the hypothesis that 
consciousness has a fundamental field property that is relevant to social 
change in the direction of improved quality of life. The independent 
variable was the number of participants in the group practice of 
transcendental meditation (TM) and TM-sidhi program, a technology of 
consciousness predicted to reduce stress in society through a field of 
"pure consciousness". The period of the study was 1982-1985, but 
secondary analysis also included the period 1979-1985. The dependent 
variable was a violence index comprising of the number of weekly 
fatalities in the US due to 3 major causes of violent deaths, motor vehicle 
fatalities, suicide and homicide. Time series analysis using both the 
intervention analysis approach and the transfer function approach indicated 
a significant reduction in the violence index associated with the 
independent variables. 
Relationship between experiences of Transcendental 
consciousness (TC) and Psychological Health (PH) was investigated by 
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Gelderloos and others (1990). In the first study, three groups of 15 
subjects with different levels of experience in transcendental meditation 
(TM) and in TM-Sidhi program were studied (36 of these subjects 
participated in the post-test) using self investigation method of H.J. 
Hermans (1976). Experience with TM and TM sidhi program was positively 
related to a general measure of PH; longitudinally, the meditating groups 
improved more than the control group on the PH measure. In the second 
study, 2 contrast groups of 8 long-term participants were similar on 
several confounding variables but differed on physiological indicators of 
experiences of TC. The groups with the positive physiological indicators 
showed a trend toward higher scores on the PH factor, indicating that PH 
may be developed through the systematic cultivation of TM and TM-sidhi 
program. 
To determine negative self-statements in response to high, 
medium, and low anger arousing situations, Dua and others (1992) 
conducted a study in which 29 highly angry university students went 
through a thought listening procedure. Subjects made more negative self-
statements in response to a high anger-arousing situation compared with 
medium and low anger-arousing situations. Subjects were divided into 4 
groups. Subjects in the negative thought-reduction, meditation, and placebo 
groups showed improvement in trait anger, anger aroused through high 
anger situations, anger scores across a variety of situations, 
unconstructive coping, and anger measured through physiological 
symptoms. Gains were maintained at 6 week follow-up. The no-
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treatment group showed only a small but significant improvement in trait 
anger and in anger by high-anger situations. 
Alexander and others (1989), conducted a study, in which 73 
residents of 8 homes for the elderly (mean age 81 years) were randomly 
assigned among no treatment and 3 treatments highly similar in external 
structure and expectations: the Transcendental Meditation (TM) program. 
Mindfulness Training (MF) or a relaxation (low mindfulness) program. A 
planned comparison indicated that the "restful alert" TM group improved 
most, followed by MF, in contrast to relaxation and no treatment groups, 
on paired associate learning, certain measures of cognitive flexibility, 
mental health, systolic blood pressure, ratings of behavioural flexibility, 
and treatment efficacy. The MF group improved most, followed by TM, on 
perceived control. After three years, survival rate was 100% for TM and 
87% for MF in contrast to lower rates for other groups. 
Hormonal changes in 10 subjects who practiced autogenic 
training, 10 subjects who practiced transcendental meditation (TM), and 
10 controls were observed by Gallious and others (1984). Findings reveal 
that Cortisol plasma levels decreased (reaching a minimum of 2g/100 ml) 
prolactin plasma level of Cortisol and prolactin were significantly lower in 
the TM group. Urinary catecholamines increased after 40 min of rest in 
the control group. It is suggested by the authors that these hormonal 
variations indicate a humoral modification opposite from the state induced 
by stress. 
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Mills and others (1990), examined whether behaviour techniques 
such as meditation and relaxation may be associated with reduced end 
organ adrenergic receptor sensivity in 10 adult males with 2-3 years of 
Transcendental Meditation (TM) practice and 10 matched controls. 
Reduced beta-adrenergic receptor sensitivity was found in TM subjects. 
TM subjects had a lower percentage of functional lymphocyte beta-
adrenergic receptors but showed no difference in total receptor number or 
plasma catecholamines. There were no difference between the groups in 
Type A behaviour, the Type A components, exercise or family history of 
hypertension. Findings are discussed in terms of the efficacy of receptor 
measurement in psychophysiology research. 
Serum Cortisol and total protein levels, blood pressure (BP), 
heart rate, lung volume, and reaction time (RT) was studied by Sudsuang 
and others (1991)^ in fifty two 20-25 year old Thai males, practicing 
Dhamnakaya Budhist meditation and in 30 males of the same age group not 
practicing meditation. After meditation, serum Cortisol levels were 
significantly reduced, serum total protein levels significantly increased; 
and systolic BP, diastolic BP, and pulse rate significantly decreased. Vital 
capacity, tidal volume, and maximum voluntary ventrilation were 
significantly lower after meditation than before. There were also 
significant decreases in RT during meditation practice. The percentage 
decrease in RT during meditation was 22% while in subjects untrained in 
meditation, the percentage decrease was only 7%. 
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Effect of Transcendental Meditation (TM) on the hypothalamo-
hypophysical adrenal axis diural rhythms through the determination of 
hormone levels was evaluated by Infant and others (1996). Blood samples 
were taken at 0900 and 2000 hours from subjects aged (19-40 years) who 
regularly practised TM and from healthy non-meditators aged (26-35 
years). Cortisol, b-endorphin, and adrenocorticotrophic hormone (ACTH) 
•were measured at both hours. TM practitioners showed no diural rhythm 
for ACTH and for b-endorphin, in contrast to control subjects. 
Practitioners of TM with similar anxiety levels to those of the control 
group showed a different pattern in the daytime secretion of pituitary 
hormones. TM appears to have a significant effect on the neuroendocrine 
axis - because Cortisol levels had a normal pattern in the TM group, these 
results may be due to a change in feedback sensitivity caused by this 
mental technique. 
The effects of stress reduction with the Transcendental 
Meditation (TM) program on serum lipid peroxide levels were 
investigated by Schneider & others (1998) in fourty one 56-74 years olds, 
18 of whom were long-term TM practitioners mean age (16.5 years). 
Twenty three age-matched controls who were not practicing a formal 
stress-management technique also participated. Venous blood samples 
were analyzed for lipid peroxides by the thiobarbituric acid reactive 
substances (TBARS) array. A dietary questionnaire was used to assess fat 
intake, red meat consumption, antioxidants, vitamin supplementation, and 
smoking. Differences between groups and subgroups were analyzed by 
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t-lest, and correlations. Significantly lower serum levels of lipid peroxide 
were found in TM practitioners as compared with controls. No significant 
differences were found between groups on smoking, fat intake, or vitamin 
supplementation. These preliminary findings suggest that lower serum 
lipid peroxide levels may be associated with stress reduction using the TM 
technique. Prospective controlled trials are needed to confirm that this 
effect is due to TM practice rather than to other life style factors such as 
diet. 
Physiological effects of three stress intervention strategies 
(management skills training, exercise and meditation) were examined by 
Bruning & others (1987), in a longitudinal field experiment. Sixty-two 
subjects were randomly assigned to four groups (three experimental 
groups and a control group). Pulse-rate, diastolic blood pressure, 
systolic blood pressure and galvanic skin responses were used as 
physiologic stress indicators. Analysis of covariance and comparison tests 
indicated that each of the strategies led to decreases in pulse rate and 
systolic blood pressure. Dual combination strategies also showed 
significant decreases in pulse rate. 
According to Cunningham and others (2000), chest pain with 
normal coronary angiograms is often associated with chronic 
sympathetic activation, anxiety, and depression, and is resistant to 
conventional antianginal treatment. The practice of transcendental 
meditation, a standard relaxation method for 3 months twice daih'. 
significantly improved exercise tolerance, angina episodes, and quality 
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of life in 9 women; the positive findings in this study warrant further 
research. 
A study was conducted by Zamarra and others (1996), in which 
twenty-one patients with documented coronary artery disease were tested 
at baseline by exercise tolerance testing, and assigned to either stress 
reduction using transcendental meditation (TM) program or to a wait-list 
control, after 8 months, the TM group had a 14.7% increase in exercise 
tolerance, an 11.7% increase in maximal workload, an 18% delay in onset 
of ST-segment depression, and significant reductions in rate-pressure 
product at 3 and 6 minutes, and at maximal exercise compared with the 
control group. 
In another study, Muskatel and others (1984), placed 52 
undergraduates who had volunteered to receive meditation training, into 
either high or low time urgency groups based on their scores on factor S 
of the Jenkins Activity Survey. Subjects then either received training in 
Clinically Standardized Meditation followed by 3'72 wk. of practice or 
waited for training during that period. Analysis of scores on a time-
estimation task and of self-reported hostility during an enforced waiting 
task indicated that meditation significantly altered subjects perceptions of 
the passage of time and reduced impatience and hostility resulting from 
enforced waiting. 
Effects of stress reduction on both laboratory cardiovascular 
reactivity and ambulatory blood pressure in real life on 39 normotensive 
male subjects who were pretested for ambulatory blood pressure and 
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cardiovascular reactivity to stress using a battery of laboratory stressors, 
were evaluated by Wenneberg and others (1997). Subjects were randomly 
assigned to practice either the transcendental meditation (TM) technique 
or a cognitive-based stress eduction control (SEC) for four months. After 
4 months, there was no change in cardiovascular response to stressors 
between the TM and control groups. However, the subjects regularly 
practicing TM demonstrated a significant reduction of 9 mm Hg (P<0.04) 
in average ambulatory DBP compared to controls. Since ambulatory BP 
monitoring has been shown to be a better predictor of cardiovascular 
complications of hypertension than clinic BP, this finding may have 
important implication for primary prevention of CVD in normotensive 
subjects. 
Impact of Transcendental Meditation (TM) on cardiovascular 
reactivity was examined by Barnes & others (2001) in adolescents with 
high normal blood pressure both systolic blood pressure (SBP) and 
diastolic blood pressure (DBP). Subjects were randomly assigned to either 
(TM) (N=17) or health education control (CTL, N=18). The TM group 
engaged in 15 min meditation twice each day for 2 months including 
sessions during school lunch break. The TM group exhibited greater 
decreases in resting SBP from pre- to post intervention, compared to CTL 
group. The TM group exhibited greater decreases from pre- to post 
intervention in SBP, heart rate (HR) and cardiac output (CO) reactivity to 
the simulated car driving stressor and in SBP reactivity to the social 
stressor interview. The TM program appears to have a beneficial impact 
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upon CV functioning at rest and during acute laboratory stress in 
adolescent; at risk for hypertension. 
Carlson and others (1988), tested the hypothesis that religious 
persons engaging in devotional meditation (DM) experienced 
physiological and psychological changes similar to those reported for 
persons using progressive relaxation (PR) exercises. 36 undergraduates 
divided into three groups (DM, PR, and a wait list control) underwent 
extensive phychophysiological assessment prior to and following a 
systematic introduction to either DM or PR. The hypothesis that DM could 
generate positive physiological and psychological effects similar to PR 
was partially confirmed. 
In a study by English and others (1983),blood pressure (BP) and 
heart-rate were measured in 36 subjects (mean age 33 years) during 
periods of rest, intentional relaxation, unsignaled reaction time (RT), cold 
pressor tasks, and recovery periods, both before and after 4 weeks of 
progressive relaxation training, transcendental meditation analog 
treatment, an or assessment control condition. Both types of relaxation 
training resuhed in significant reductions in BP, but not heart rate, levels 
across all posttreatment assessment intervals (baseline, stress periods, and 
stress recovery). Relaxation training did not reduce cardiovascular 
response during stress periods, but did result in more rapid BP reduction 
in stress recovery periods. Scores on the Jenkins activity survey \Nere 
related to posttreatment BP than low scorers. 
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Delmonte, M.M. (1985) conducted a study in which 40 female 
non-meditators (mean age 23.1 years) were randomly assigned to 4 
experimental cells devised to control for order and expectation effects. 
The subjects were continuously monitored on 7 physiological measures 
during both meditation and rest. Each subject was her own control in an 
ABAB experimental paradigm comparing meditation to rest. The subjects 
meditation for the first time showed marginally lower psychophysiological 
arousal during the meditation than rest condition for systolic blood 
pressure, heart rate, skin conductance level, and digital skin temperature. 
Deliberately fostering positive expectations of meditation was associated 
with lower physiological arousal in terms of diastolic and systolic blood 
pressure, heart rate, and skin conductance level. 
Boswell and Murray (1979), found that meditation, relaxation, 
and anti-meditation procedures were equally effective in reducing 
anxiety, skin conductance, and heart rate in undergraudates. 
Effects of "tanden breathing" by Zen practitioners on cardiac 
variability was examined by Lehrer and others (1999). Tanden breathing 
involves slow breathing into the lower abdomen. Eleven Zen practitioners, 
six Rinzai and five Soto, were each studied during 20 min of tanden 
breathing, preceded and followed by measurement of heart rate and 
respiration rate during 5 min of quiet sitting. For most subjects, 
respiration rates fell to within the frequency range of 0.05-0.15 Hz during 
Tanden breathing. Heart rate variability significantly increased within this 
low-frequency range but decreased in the high frequency range (0.14-0.4 
42 
Hz). Rinzai subjects breathed at a slower rate and showed an increase in 
very low-frequency waves, than observed among soto zen subjects. One 
Rinzai master breathed approximately once per minute and showed an 
increase in very low frequency waves. Total amplitude of heart rate 
oscillations also increased. More experienced Zen-practitioners had 
frequent heart rhythm irregularities during and after the nadir of heart rate 
oscillations. These data are consistent with the theory that increased 
oscillation amplitude during slow breathing is caused by respiration and 
that produced by physiological processes underlying slower rhythms. 
Increased peripheral vosoconstriction (i.e., total peripheral 
resistance, or TPR) was implicated as playing an important role in the 
early development of essential hypertension by Barnes & others (1999). 
Some studies had demonstrated that transcendental meditation (TM) 
reduces high blood pressure, but the hemodynamic adjustments behind 
these blood pressure reductions have not been elucidated. Through then 
study Barnes & others (1999) tried to provide a preliminary investigation 
of the acute effects of TM or TPR. Subjects were 32 healthy adults (16 
women and 16 men; mean age 46 years). Subjects were divided into a TM 
group of long-term TM practitioners and a control group. Hemodynamic 
functioning was assessed immediately before and during 3 conditions: 20 
min of rest, with eyes open. 20 min of TM (TM group), and 20 min of 
eyes-open rest. The TM group had decreased in systolic blood pressure 
(SB?) and TPR, compared with increases in the control group. During TM, 
there was a greater decrease in SBP due to a concomitantly greater 
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decrease in TPR compared with the control group during eyes closed 
relaxation. 
The study of Brownstein and Dembert (1989) showed that the 
practice of yoga meditation increased self-confidence and health, and 
reduced pain, anxiety and mild essential hypertension. 
The effectiveness of progressive muscle relaxation and 
meditation in producing mental calmness and muscular relaxation 
(MR),and in reducing blood pressure and pulse rate in university students 
was compared by Dua (1992). Subjects were trained to either relax, 
meditate, or sit quietly (Placebo training). Dependent variables were 
assessed during four sessions of baseline, eight sessions of training, and 
two follow-up sessions. During baseline and follow-up. subjects sat in the 
experimental room for 20 minutes. During training subjects listened to 
the appropriate audio cassette on which either relaxation, meditation (M), 
or placebo instructions were recorded. Dependent variables were assessed 
al the begining and end of each session during baseline, training and follow 
up. Results showed that during baseline, there was no change in muscular 
relaxation from begining to end in the three groups, however, the 
relaxation and meditation groups showed an increase in mental calmness 
from begining to end. Training significantly increased mental and MR in 
the relaxation and M groups. These gains were maintained at follow-up 
placebo group showed significant increase in muscular relaxation only 
during training, however these gains were not maintained at follow-up. 
Nearly all the subjects had blood pressure in the normal range. 
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Dixit and Others (1994) evaluated 48 adults with mild moderate 
essential hypertension for electrophysiological changes following 
biofeedback technique: 28 cases were trained in vipasana meditation. 
Electrophysiological parameters showed a significant effect of the 
meditation in regulating blood pressure. 
A number of studies by Patel (1973, 1975); Patel and North, 
(1975), showed that meditation reduced blood pressure and medication 
intake. 
Delmonte and Kenny (1987), found that meditation reduced 
drug abuse and anxiety, and was useful for mild neurosis, headache and 
hypertension. 
The usefulness of the relaxation response in the treatment of 
hypertension has been substantiated by Stone and Deleo (1976). In their 
subjects, urinary sodium excretion exceeded 124 mg per litre throughout 
the experiment. Mean arterial blood pressure did not change in the 
control group, but in the group who elicited the relaxation repsonse for 
six months by means of a Buddhist meditation exercise, systolic blood 
pressure with the subject upright was decreased by 15 mm of mercury, and 
diastolic pressure by 10 mm (P < 0.05). These patients also exhibited 
significant decreases in plasma activity of dopamine-beta-hydroxylase (P 
< 0.05) in both the supine and upright positions, and reduction in 
furosemide-stimulated renin activity in the upright position. 
Seven selected hypertensive patients were stabilized on drugs by 
Blackwell and others (1976), at a research clinic. Subjects learned 
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transcendental meditation (TM). They were seen weekly, and took their 
own blood pressure several times daily. After 12 weeks of TM, six 
subjects showed psychological changes and reduced anxiety scores. Six 
subjects also showed significant reductions in home and four in clinic 
blood pressures. Six months later four subjects continued to derive 
psychological benefit and two showed significant blood pressure 
reductions attributable to TM at home and clinic. 
The findings of most of the previous studies show that meditation 
brings about some decrease in the systolic as well as diastolic blood 
pressure. It is a matter worth contemplating that if strategy used for 
meditation is made to includes focussing on a concept revered by the 
meditator, it is possible that gains would be even greater. This aspect needs 
to be taken into consideration. It is observed that although meditation has 
been studied vis-a-vis lowering of blood pressure, little work has been 
done on evaluating sense of well-being of the hypertensive and angina 
patients. Sense of well-being is an important index of health,therefore, it 
needs to be studied if meditation can bring improvement in it. An 
important aspect of well being is that may emanate from relief from 
immediate symptoms and well being that is related to a broader life 
perspective ability to derive pleasure from interactions and life activities. 
The latter reflect a positive health viewpoint rather than status of mere 
absence of disease. Further although efficacy of meditation on 
hypertension has been studied, little work has been done on impact of 
meditation in response to angina pectoris. This area needs to be probed. 
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Gender is another factor that needs to be investigated since meditation is a 
phenomenon which may be influenced by it. 
Type A personality has been associated with CHD for the last 
many years, but this concept has never been studied with reference to 
meditation. It would be enlightening to study whether type A and type B 
patients differ in response to meditation. The fact that type A is associated 
with behaviours which are likely to be controlled by meditation makes one 
surmise that meditation may benefit the type A patient more. The query is 
however open to investigation. 
On the basis of extensive literature search and researcher's own 
understanding of the phenomena under study, the researcher has formulated 
the following broad research questions. 
1. Do hypertension, angina and combined disease patients undergoing 
meditation (Md) show greater improvement in terms of systolic 
blood pressure (SBP), diastolic blood pressure (DBP) and sense of 
well-being (SWB) than those not undergoing Md. 
2. Do hypertension, angina and combined disease patients undergoing 
Md differ from those not undergoing Md on their 24 week SBP, DBP 
and SWB profile. 
3. Do hypertension, angina and combined disease patients falling in 
type A category differ from those falling in type B category in their 
response to drug therapy (DT) in terms of SBP, DBP and SWB. 
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4. Do hypertension, angina and combined disease patients falling in 
type A category differ from those falling in type B category in their 
response to Md in terms of SBP, DBP and SWB. 
5. Do type A hypertension, angina and combined disease patients 
undergoing Md show greater improvement in terms of SBP, DBP and 
SWB than those not undergoing Md. 
6. Do type B hypertension, angina and combined disease patients 
undergoing Md show greater improvement in terms of SBP, DBP and 
SWB than those not undergoing Md. 
7. Do female and male hypertension, angina and combined disease 
patients differ in their response to DT in terms of SBP, DBP and 
SWB. 
8. Do female and male hypertension, angina, and combined disease 
patients differ in their response to Md in terms of SBP, DBP and 
SWB. 
9. Do female hypertension, angina and combined disease patients 
undergoing Md show greater improvement in terms of SBP, DBP and 
SWB than those not undergoing Md. 
10. Do male hypertension, angina and combined disease patients 
undergoing Md show greater improvement in terms of SBP, DBP and 
SWB than those not undergoing Md. 
11. Do hypertension patients undergoing Md differ on symptom-related 
SWB from those not undergoing Md. 
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12. Do hypertension patients undergoing Md differ on non-symptom 
related SWB from those not undergoing Md. 
13. Do angina patients undergoing Md differ on symptom-related SWB 
from those not undergoing Md. 
14. Do angina patients undergoing Md differ on non-symptom- related 
SWB from those not undergoing Md. 
15. Do combined disease patients undergoing Md differ on symptom 
related SWB than those not undergoing meditation. 
16. Do combined disease patients undergoing Md differ in response to 
non-symptom-related SWB than those not undergoing Md. 
By probing into the above stated research questions, the 
phenomena under study will be clarified and explained to some degree. 
Chapter - 3 
Research methodology involves various steps that are adopted by 
the researcher in conducting the research, these steps are : 
1. Design 
2. Sample 
3. Tools 
4. Procedure 
5. Data analysis 
DESIGN 
Main thrust of the present study was to evaluate the efficacy of 
meditation in the management of hypertension and angina pectoris. In 
order to investigate this problem it was necessary to have situations in 
which subjects falling in various disease groups were studied under 
conditions of meditation being introduced and conditions in which it 
was not introduced. Since there were three disease groups namely 
hypertension, angina pectoris and combined disease (i.e., hypertension and 
angina pectoris occuring in the same patient) a total number of six groups 
each consisting of ten subjects were formed. Subjects falling under each 
disease group were studied under two conditions i.e. DT only and DT with 
Md. DT was a common factor operating in all the groups. For 
ethical reasons, the researcher could not advise the patients 
to stop medical treatment and confine their therapy to 
meditation only. Further control was exercised by ensuring that all the 
subjects selected in a particular disease conditions were taking same 
family of drugs and same dosage. Hypertensives were taking 
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calcium antagonists (family of Amlodipines 5 mg), angina patients were 
taking nitrates (monit 60 mg) and B-blockers (atenax 50 mg) and combined 
disease patients were on calcium antagonists (Amlodipines 5 mg), nitrate 
(monit 60 mg) and B-blockers (atenax 50 mg). 
Other relevent variables which have been found to exercise 
influence were also taken into consideration, namely (1) Sex (2) marital 
status, (3) occupation, (4) rural/urban, (5) smoker/non-smoker (6) family 
history and (7) personality type. In order to exercise control, both groups 
(group taking drugs only and group taking both meditation and drugs) were 
equalised on the above mentioned variables. 
In order to study the aspect of type A and type B in terms of 
impact of meditation, subjects selected were administered a short 
questionnaire to place them in either type A or type B. In order to assess 
wellbeing of subjects we used two criteria, objective and subjective. The 
objective criterion consists of keeping weekly records of blood pressure 
measurements in the case of hypertension patients and record of incidence 
of angina in the case of angina patients. The second criterion which we 
used was subjective which consists of patients perception of his/her status 
in terms of well being. For this we made sense of well-being scale which 
assessed overall sense of well-being of the subjects. 
SAMPLE 
The present study was conducted in the department of 
medicine. Govt, medical college Srinagar, Kashmir and Health links 
(private cardiac centre). Identification of the patients was done with the 
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help of specialists in the department of medicine and health links. 150 
patients volunteered to take part in this investigation but only 60 patients 
regularly participated in the study for the period of 24 weeks. Most of the 
patients who were from far flung areas could not follow regularly because 
of the prevailing turmoil in the valley. Some patients reduced their dosage, 
some stopped their medication therefore these were excluded from the 
study. 
Therefore the sample for the present study comprised of 60 
patients suffering from certain cardiovascular disorders. The sample was 
drawn by means of purposive sampling. The cardiovascular disease groups 
include those suffering from essential hypertension and angina pectoris. 
Since a large number of patients suffer from both diseases simultaneously, 
the sample consists of the following three groups. 
1. Patients suffering from hypertension. 
2. Patients suffering from angina. 
3. Patients suffering simultaneously from both hypertension and angina 
(combined disease group patients). 
Each disease group comprises of 20 patients. Since the aim of 
present study was to find out the role of meditation in the management 
of cardiovascular disorders, each disease group selected in the sample 
was further divided into two groups, one group of subjects participated 
in meditation while continuing with their medication, the second group 
remained on prescribed drugs without participating in meditation. Thus, six 
groups of subjects emerge. 
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1. Hypertension patients undergoing meditation 
2. Hypertension patients not undergoing meditation. 
3. Angina patients undergoing meditation. 
4. Angina patients not undergoing meditation 
5. Combined disease patients undergoing meditation. 
6. Combined disease patients not undergoing meditation. 
There are 10 subjects in each group bringing total of the 
sample 60. 
TOOLS 
Research tools used in this study were 
1. Sense of well-being scale 
2. TypeA-Type B rating scale. 
1, Sense of well-being scale 
In order to assess a phenomena, particularly in studies relating 
to health, it is advisable to adopt objective as well as subjective criteria 
of evaluating outcome. The individuals feelings of comfort and relief 
are as, if not more, important than what is indicated by measuring 
devices of a technical nature. Subjective evaluation of relief may 
exercise a salutory effect which may even favourably impact on recovery 
and alleviation. Therefore, in our study, we also adopted both the 
approaches. We did weekly blood pressure measurements of all the 
subjects. This was the objective measure of well-being status which 
indicates condition at a level of observable through external evaluation. 
According to phenomenological approach, there are certain things which 
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rather than being observable are felt and experienced. This approach talks 
of subjective evaluation. This is a meaningful perspective, particularly in 
work like ours. Therefore, we had before us the important task of 
preparing a measure to study well-being. 
Although various scales of well-being are available, it was felt 
by the researcher that rather than a totally general and vague, concept of 
well-being, information on certain criteria of specific relevance to the 
various disease groups should also be sought. Therefore, the researcher 
took the following steps. 
1. A list of symptoms which bothered or caused worry and 
inconvenience to the various disease groups was collected from them. 
Each disease group gave roughly 10 symptoms and distinguished them 
further on the basis of severity. 
2. On the basis of symptoms enumerated, items were prepared. 
They were given to specialists in the field of medicine and cardiology 
for scrutiny together with being given to some senior teachers of the 
Psychology Department, A.M.U. for further scrutiny. Modifications 
suggested were incorporated to prepare the final format. Finally, scale 
consisting of 20 questions was prepared to study sense of well-being 
among hypertension patients and another 20 item scale was prepared for 
angina patients. 
3. Eight items which covered factors other than specific symptoms 
were common in both the measures. These items were basically dealing 
with impact on family, social and community activities. 
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2. Type A-Type B rat ing scale 
The study of type A and type B personality began with the work 
of Meyer Friedman and Ray Rosenman, California Cardiologist who 
discovered the link between type A personality and heart disease. The early 
work conducted in the area made use of the structured interview to identify 
type A behaviour. These were indepth studies conducted for the specific 
purpose of fmding links between type A behaviour and cardiac disorders. 
However for preliminary screening with the intent of categorizing as type 
A or type B, other measures were developed. 
One such measure is the rating scale developed by Bortner 
(1966). This scale has been widely used for identifying type A/type B 
personality. The researcher felt that in view of its wide usage, easy 
comprehendibility and gravity would be a suitable tool for our purpose. 
The researcher therefore decided to use this scale. The scale consists of 
seven items each given on a bipolar continuum (the verbal descriptions 
represent end points) with eight response categories. One and eight 
indicative of extreme positions on the item. The subject encircles the point 
on the continuum which best represents behaviour on each dimension. The 
score of subject is obtained by summing up each point of this continuum 
selected by him or her as representative of behaviour. The score thus 
obtained is multiplied by 3. A score of 120 or more represents high type 
A personality, 106 to 90 reflects type A behaviour. Score of less than 90 
represents type B behaviour to a high degree, whereas score of 90 to 99 is 
indicative of B type. 
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PROCEDURE 
As the scope of social sciences has expanded and as our methods 
of research and analysis have become more sophisticated and penetrating, 
concern over the ethics of conducting social science research has grown. 
Research involving human participants should be performed with informed 
consent of the participants. The participants should be given a thorough 
explanation before hand of the benefits, rights, risks and dangers involved 
with their participation in the research. In our study, there was no risk 
involved but we were going to encroach on the time of the patient and 
although benefit to the patient was expected from the encroachment, it was 
necessary to be procedurally correct. Therefore in view of ethics of 
conducting a research, we took written informed consent of the patients 
before starting the study. 
After taking informed consent, each patient in the meditation 
group was verbally instructed how to practice meditation. The meditational 
technique used in this study is concentration meditation. The instructions 
for the technique are : 
1. Sit quietly in a comfortable position 
2. Close your eyes. 
3. Deeply relax all your muscles, begining at your feet and progressing 
up to your face, keep them deeply relaxed. 
4. Breathe through your nose. Become aware of your breathing. As you 
breathe in say word, 'ya' silenty to yourself in your mind, and as you 
breathe out say the word 'Allah' silently to yourself in your mind. 
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5. Continue for 20 minutes. You may open your eyes to check the time, 
but do not use an alarm. When you finish sit quietly for several 
minutes at first with closed eyes and later with opened eyes. 
6. Do not worry about whether you are successful in achieving a deep 
level of relaxation. Maintain a passive attitude and permit relaxation 
to occur at its own pace. When distracting thoughts occur, ignore 
them and continue repeating 'Ya Allah'. 
7. Practise the technique twice daily, but not within 2 hours after any 
meal, since the digestive process seems to interfere with the 
elicitation of anticipated changes. 
This process of instruction required approximately 5 minutes. 
Each patient was given a written copy of the instructions, not only this, 
each instruction written in the copy was explained to them. Researcher 
selected this technique because this technique is a very simple technique 
and does not require much effort by the subject. This technique was 
evolved from Benson's technique of relaxation. The word 'Ya Allah' (oh 
God) was put in place of word 'one' because the research was conducted in 
Srinagar which is a Muslim-dominated area and people have affinity with 
the word 'Ya Allah' and they felt very happy to Chant 'Ya Allah' with their 
breathing. Not only thi^word 'Ya Allah' was introduced in order to give 
confirmation to the patients personal beliefs which is very important. 
Subjects in both the groups returned every week to have their blood 
pressures measured and give their responses on sense of well-being scale. 
Blood pressure measurements were taken at any time during the day, but 
not during the meditation or immediately after the meditation. Each 
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subjects weekly blood pressure measurements, and responses on sense of 
well-being scale were taken regularly for the period of 24 weeks. Blood 
pressure was measured by means of a random-zero sphygmomanometer by 
the specialists. Subjects in all disease groups remained on drugs 
prescribed by the specialists without any alteration. 
DATA ANALYSIS 
The researcher, keeping in view the nature of study used t-test to 
compare the two groups on all the three factors i.e. systolic blood 
pressure, diastolic blood pressure and sense of well-being. 
Chapter - 4 
The results obtained by the researcher are being reported in this 
chapter. The research questions which were framed by the researcher will 
thus find answer in the pages that follow. 
* Our first research questions deals with whether 
hypertension, angina and combined disease patients 
undergoing Md show greater improvement in terms of 
SBP, DBP and SWB than those not undergoing Md. 
Results obtained are reported in tables 1 to 10. 
Table-1 
Scores of Hypertension Patients not undergoing Md 
Factors Condi t ion L ^ Mean SD t-value P 
Pre-test 10 149 6.63 
SBP 2.72 < .02 
Post-test 10 140.64 6.62 
Pre-test 10 98 4.0 
DBP 3.79 < .01 
Post-test 10 92 2.75 
Pre-test 10 48.9 7.43 
SWB 2.47 < .05 
Post-test 10 55.51 3.42 
It can be seen from table 1 that during pre-test condition the 
mean value of SBP was 149 mm.Hg, DBP was 98 mm.Hg, and for SWB 
was 48.9. During post-test condition SBP was lowered to 140.64 mm.Hg 
and DBP fell to 92 mm.Hg, and SWB increased to 55.51. 
Comparison of blood pressure and scores on SWB of pretest 
condition to those of posttest condition yielded significant differences for 
SBP (p < .02), DBP (p < .01) and SWB (p < .05). 
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Tabie-2 
Scores of Hypertension Patients undergoing Md 
Factors Condit ion N Mean SD t-vaiue P 
Pre-test 10 150 8.74 
SBP 5.91 < .001 
Post-test 10 128.64 6.71 
Pre-test 10 99 3 
DBP 11.26 < .001 
Post-test 10 82.22 3.44 
Pre-test 10 41.1 4.22 
SWB 13.26 < .001 
Post-test 10 61.27 1.99 
Table 2 shows that during pretest condition SBP and DBP were 
of mean value 150 and 99 mm.Hg respectively. During post-test condition, 
SBP decreased to 128.64 mm. Hg and DBP fell to 82.22 mm.Hg SWB 
score increased from 41.1 in pre-test to 61.27 in post-test. 
Comparison of blood pressure and scores on SWB of pre-test 
condition to those of post-test condition yielded highly significant 
differences for SBP (p < .001), DBP (p < .001) and SWB (p < .001). 
Table 1 and 2 indicate improvement in both the groups, greater 
improvement has been observed on all the three factors i.e. SBP, DBP and 
SWB in patients undergoing meditation. 
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Table-3 
Scores of angina patients not undergoing Md 
F a c t o r Condi t ion N Mean SD t -value P 
Pre-test 10 38.5 3.04 
SWB 3.61 < .01 
Post-test 10 44.29 3.83 
Scores on table 3 show that during pre-test condition mean value 
of SWB was 38.5. During post-test condition, scores on SWB increased to 
44.29. 
Comparison of scores on sense of well-being of pre-test 
condition to those of post-test condition yielded significant difference for 
sense of well-being (p < .01). 
Table-4 
Scores of angina pat ients unde rgo ing Md 
F a c t o r Condi t ion N Mean SD t -value P 
Pre-test 10 42.4 2.49 
SWB 21.48 < .001 
Post-test 10 61.09 0.97 
Table 4 indicates that during pre-test condition mean value of 
SWB was 42.4. During post-test condition, scores on SWB increased to 
61.09. 
Comparison of scores on SWB of pretest condition to those of 
post-test condition yielded highly significant difference for SWB (p < 
.001). Scores on Table 3 & 4 indicate drastic improvement on SWB in 
angina patients undergoing Md. 
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Table-5 
Scores of combined disease patients not undergoing Md 
Factors Condi t ion N Mean SD t-value P 
Pre-test 10 155.5 4.15 
SBP 3.31 < .01 
Post-test 10 149.93 3.04 
Pre-test 10 101.5 2.29 
DBP 2.35 < .05 
Post-test 10 98.89 2.51 
Pre-test 10 36.7 3.37 
SWB 3.40 < .01 
Post-test 10 40.93 1.71 
From table 5 we can observe that during pre-test condition mean 
value of SBP was 155.5 mm.Hg, DBP was 101.5 mm.Hg, and of SWB was 
36.7. During post-test condition SBP decreased to 149.93 mm.Hg, DBP 
fell to 98.89 mm.Hg and scores on SWB increased to 40.93. 
Comparison of blood pressure and scores on SWB of pre-test 
condition to those of post-test condition yielded significant differences 
for SBP (p < .01), DBP (p < .05) and SWB (p < .01). 
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TabIe-6 
Scores of Combined disease pat ients undergoing Md 
Factors Condit ion N Mean SD t-value P 
Pre-test 10 154 11.13 
SBP 5.14 < .001 
Post-test 10 131.45 7.44 
Pre-test 10 95.5 7.22 
DBP 3.99 < .001 
Post-test 10 84.68 4.09 
Pre-test 10 36.8 4.28 
SWB 16.53 < .001 
Post-test 10 60.45 1.02 
Scores on table 6 show that during pre-test condition mean value 
of SBP was 154 mm. Hg, DBP was 95.5 mm. Hg, and SWB was 36.8. 
During post-test condition SBP decreased to 131.45 mm. Hg, DBP fell to 
84.68 mm. Hg and scores on SWB increased to 60.45. 
Comparison of blood pressure and scores on SWB of pretest 
condition to those of posttest condition yielded highly significant 
differences for SBP (p < .001), DBP (p < .001) and SWB (p < .001). 
Table 5 and 6 indicate improvement in both the groups. Greater 
improvement has been indicated on all the three factors in patients 
undergoing Md, but drastic improvement has been seen on SWB. 
Since improvement is observed in post-test condition in both 
types of intervention viz. DT only and Md + DT, it was felt necessary to 
assess whether the post-test gains of the two groups were significantly 
different. That is, did meditation offer any additional advantage. The 
following table gives the pre-test scores of the various disease groups. 
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Table-7 
Pretest Scores of Various Disease Groups 
Group Factor N Mean SD t-value P 
Hypertension-DT only SBP 10 149 6.63 
.27 NS 
Hypertension-Md+DT SBP 10 150 8.74 
Hypertension-DT only DBP 10 98 4 
.61 NS 
Hypertension-Md+DT DBF 10 99 3 
Hypertension-DT only SWB 10 48.9 7.43 
2.79 < .02 
Hypertension-Md+DT SWB 10 41.1 4.22 
Angina -DT only SWB 10 38.5 3.04 
3.04 < .01 
Angina-Md+DT SWB 10 42.4 2.49 
Con:\bined disease SBP 10 155.5 4.15 
DT only .38 NS 
Combined disease SBP 10 154 11.13 
Md+DT 
Combined disease DBP 10 101.5 2.29 
DT only 2.41 < .05 
Combined disease DBP 10 95.5 7.22 
Md+DT 
Combined disease SWB 10 36.7 3.37 
DT only .05 NS 
Combined disease SWB 10 36.8 4.28 
Md+DT 
From table 7, it is clear that by and large the various disease 
groups did not differ on any dimension at the point we started our work. 
On SWB, the hypertension group showed significant difference, but this 
difference is indicative of the fact that DT only was higher on SWB. Post-
test comparisons will be interpreted with this in mind. Two other t-values 
were found to be significant viz. SWB amongst the two groups angina 
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patients and hypertension patients and DBP amongst the combined disease 
groups. These differences will also be taken into account. 
Table-8 
Post-test scores of hypertension patients (DT and Md) 
Group Factor N Mean SD t-value P 
Hypertension-DT SBP 10 140.64 6.62 
3.89 <.01 
Hypertension-Md SBP 10 128.64 6.71 
Hypertension-DT DBP 10 92 2.75 
6.79 < .001 
Hypertension-Md DBP 10 82.22 3.44 
Hypertension-DT SWB 10 55.51 3.42 
4.46 < .001 
Hypertension-Md SWB 10 61.27 1.99 
From table 1 and 2 it is clear that hypertension patients 
undergoing DT had significantly lower SB? and DBP after administration 
of drug only. Similar pre-post test results were obtained with regard to 
group undergoing Md. On SWB there was significant improvement in post-
test conditions in both groups. Thus DT and Md were advantageous. 
Scores on table 8 indicate that there is a difference in terms of 
advantages accruing from both types of interventions. The Md group had 
advantage over the DT group, difference between them being extremely 
significant. While DT group also had lower post-test SBP, the Md was 
lower with t-value being significant at .01 level, for DBP value being 
significant at .001 level and for SWB, Md having higher score, 't' being 
significant at .001 level. It may be recalled that DT had started with higher 
score on SWB, but gains from meditation were so great that post-test 
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scores showed difference in favour of meditation. Thus in hypertension 
patients there were significantly greater gains from meditation. 
TabIe-9 
Post-test scores of angina patients (DT and Md) 
Group Factor N Mean SD t-value P 
Angina -DT SWB 10 44.29 3.83 
13.02 <.001 
Angina-Md SWB 10 61.09 0.97 
Information given in Table 7 indicate that Md group was higher 
on SWB than DT group. Mean differences had elicited t-value significant 
at .01 level. 
In the above table, the advantages experienced from meditation 
has further raised the significance of difference. But in view of the initial 
difference, it is desirable not to draw broad conclusions from this result. 
TabIe-10 
Post-test scores of Combined disease patients (DT and Md) 
Group Factor N Mean SD t-value P 
Combined disease DT SBP 10 149.93 3.04 
7.02 <001 
Combined disease Md SBP 10 131.45 7.44 
Combined disease DT DBP 10 98.89 2.51 
9.05 <.001 
Combined disease Md DBF 10 84.68 4.09 
Combined disease DT SWB 10 40.93 1.71 
30.03 <.001 
Combined disease Md SWB 10 60.45 1.02 
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Table 10 clearly indicates that meditation gives the individual a 
much greater advantage as compared to DT. This statement can be made 
with great confidence for systolic blood pressure and sense of well-being. 
Again, since the Md group was at an advantage initially, it is not desirable 
to make an unequivocal statement with regard to this aspect. 
With a few digressions, by and large we find that meditation 
brings with it a distinct advantage for the various disease groups. 
Tables 1 to 10 presenting our results obtained indicate only pre 
and post-test positions on the factors under study. Since weekly 
information on blood pressure and sense of well-being had been obtained 
for a period of twenty four weeks from each subject, it is being presented 
in the graphs which follow. This would facilitate us in understanding points 
at which improvement started, fluctuations and other distinctive features. 
* Our next research question', is related to find whether 
hypertension, angina and combined disease patients 
undergoing Md differ from those not undergoing Md on 
their 24 weeks SEP. DBP and SWB profile. 
Results obtained are reported in figure 1 to 7. 
Graphic representation of weekly SBP measurements on figure 1 
clearly indicate that both the groups i.e. group undergoing DT and the 
group undergoing Md started at approximately the same point. Group 
taking Md had immediate fall in SBP. It was also seen that rise and falls 
for the group taking Md continued till around fourteenth week after which 
there was stability. Group that underwent drugs indicate slow improvement 
with continuous fluctuations in SBP from 1st week upto the end. 
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It can be clearly observed from figure 2 that both groups i.e. 
group that underwent DT and the group that took Md started at 
approximatley same point. The group that underwent Md showed immediate 
improvement in DBP in the first week and after fifteenth week there was 
stability in DBP which continued upto twenty fourth week. The group that 
was taking drugs did not show immediate fall in DBP, and there were 
fluctuations in DBP which starts from 1 st week and continued upto twenty 
fourth week. 
We can see from the figure 3, that the group taking Md started 
from a lower point but in the first week it reached a higher point, and 
round about fifteenth week there was stability in SWB which continued 
upto twenty fourth week. The group that was taking drugs started from a 
higher point but does not show immediate improvement and there were 
fluctuations in SWB throughout the course of intervention. 
Figure 4 clearly indicates that the group undergoing both Md and 
DT started from a higher point but in the first week the group jumped to a 
more higher point and fifteenth week onwards maintained stability in SWB 
till the end of intervention, but DT group started from a lower point but 
does not show immediate rise and there were fluctuations in SWB 
throughout the entire period of intervention. 
It can be clearly observed from figure 5 that both the groups i.e. 
the group taking DT only and the group taking Md started at approximately 
the same point. Group taking Md had an immediate fall in SBP in the first 
75 
week and SBP came to stability after fifteenth week. Group that underwent 
drugs showed slow progress and there were fluctuations in SBP from 
initial point to the end of intervention. 
As indicative from figure 6, the group taking Md started from 
lower DBF, but in the first week there was immediate fall in DBF and 
round about fifteenth week, it maintained stability which continued till the 
end of intervention. The group that underwent drugs started from higher 
DBF, but had no immediate fall in DBF, there was slow progress and 
fluctuations were observed from first week to the end of intervention. 
Figure 7 clearly shows that both groups started from the same 
point. The group that was taking Md showed immediate gains in the first 
week of intervention and round about fourteenth week there was stability 
in SWB which continued upto twenty fourth week. The group that was 
taking drugs showed slow progress and could not maintain stability. 
* Next research question deals with whether 
hypertension, angina and combined disease patients 
falling in type A category differ from those falling in type 
B category in their response to DT in terms of SBP, DBF 
and SWB. 
Results obtained are reported in tables 11 to 14.. 
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TabIe-11 
Scores of type A hypertension and combined disease patients not 
undergoing Md 
Fac to r s Condi t ion N Mean SD t-value P 
Fre-test 10 151 6.75 
SBF 2.26 < .05 
Fost-test 10 143.26 7.91 
Fre-test 10 98.5 4.5 
DBF 2.48 < .05 
Fost-test 10 93.49 4.24 
As indicative from table 11 we can see that during pre-test 
condition mean value of SBP was 151 mm.Hg, DBF was 98.5 mm.Hg. 
During post-test condition SBP decreased to 143.26 mm.Hg and DBF fell 
to 93.49 mm.Hg. 
Comparison of blood pressure scores of pretest condition to 
those of posttest condition yielded significant differences for both SBP (p 
< .05) and DBF (p < .05). 
Table-12 
Scores of type B hyper tens ion and combined disease pat ients not 
undergoing Md 
Fac tors Condi t ion N Mean SD t-value P 
Fre-test 10 153.5 5.93 
SBP 2.32 < .05 
Fost-test 10 147.30 5.61 
Pie-test 10 101 4.0 
DBF 3.65 < .01 
Fost-test 10 94.93 3.13 
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Table 12 shows that during pre^test condition mean value of SBP 
was 153.5 mm.Hg and DBP was 101 mm.Hg. During post-test condition 
SBP decreased to 147.30 mm.Hg and DBP fell to 94.93 mm.Hg. 
Comparison of blood pressure scores of pretest condition to 
those of post-test condition yielded significant differences for both SBP 
( p < . 0 5 ) a n d DBP (p < .01) 
Scores on table 11 and table 12 show that type A and type B 
patients do not differ in response to DT on SBP and DBP. 
TabIe-13 
Scores of type A hypertension, angina and combined disease patients 
not undergoing Md 
Factor Condition N Mean SD t-value P 
Pre-test 15 40.6 7.74 
SWB 3.27 < .01 
Post-test 15 49.11 6.14 
Scores on table 13 show that during pre-test condition mean 
value of SWB was 40.6. During post-test condition, scores on SWB 
increased to 49.11. 
Comparison of scores on SWB of pre-test condition to those of 
post-test condition yielded significant difference for SWB (p < .01). 
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TabIe-14 
Scores of type B hypertension, angina and combined disease patients 
not undergoing Md 
Factor Condition N Mean SD t-value P 
Pre-test 15 41.46 7.23 
SWB 2.53 < .05 
Post-test 15 47.77 6.13 
Table 14 indicates that during pretest condition mean value of 
SWB was 41.46. During post-test condition scores on SWB increased 
to 47.77. 
Comparison of scores on SWB of pretest condition to those of 
post-test condition yielded sigificant difference for SWB (p < .05). 
Scores on table 13 and table 14 show that type A and type B 
patients do not differ in response to DT on SWB. 
* Research question number 4 deals with whether 
hypertension, angina and combined disease patients 
falling in type A category differ from those falling in type 
B category in their response to Md in terms of SBP, DBF 
and SWB. 
Results obtained are reported in tables 15 to 18.. 
Tabie-15 
Scores of type A hypertension and combined disease patients 
undergoing Md 
Factors Condition N Mean SD t-value P 
Pre-test 10 154 12 
SBP 6.23 < .001 
Post-test 10 127.08 5.44 
Pre-test 10 96 6.63 
DBP 6.13 < .001 
Post-test 10 81.70 2.58 
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Table 15 shows that during pre-test condition mean value of SBP 
was 154 mm.Hg, DBP was 96 mm.Hg. During post test condition SBP 
decreased to 127.08, DBP fell to 81.70. 
Comparison of blood pressure scores of pretest condition to that 
of posttest condition yielded highly significant differences for both SBP 
(p < .001), and DBP (p < .001). 
Table-16 
Scores of type B hypertension and combined disease patients 
undergoing Md 
Factors Condition N Mean SD t-value P 
Pre-test 10 150 7.07 
SBP 5.01 < .001 
Post-test 10 133.01 7.56 
DBP 
1 
Pre-test 
Post-test 
10 
10 
98.5 
85.19 
4.5 
4.32 
6.52 < .001 
From table 16 we can see that during pre-test condition mean 
value of SBP was 150 mm.Hg, DBP was 98.5 mm.Hg. During post-test 
condition SBP decreased to 133.01 mm.Hg, DBP fell to 85.19 mm.Hg. 
Comparison of blood pressure scores of pre-test condition to that 
of post test condition yielded highly significant differences for both SBP 
(p < .001) and DBP (p < .001). 
Scores on table 15 and table 16 show that type A and type B 
patients do not differ in response to meditation, on SBP and DBP. 
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Table-17 
Scores of type A hypertension, angina and combined disease patients 
undergoing Md 
Factors Condition N Mean SD t-value P 
Pre-test 15 39.86 4.86 
SWB 16.28 < .001 
Post-test 15 61.36 1.25 
Table 17 indicate that during pre-test condition mean value of 
SWB was 39.86. During post-test condition scores on SWB increased to 
61.36. 
Comparison of scores on SWB of pre-test condition to those of 
pos t - t es t condition yielded highly significant difference for SWB 
(p < .001). 
Table-18 
Scores of type B hypertension, angina and combined disease 
patients undergoing Md 
Factors Condition N Mean SD t-value P 
Pre-test 15 40.33 3.99 
SWB 18.17 < .001 
Post-test 15 60.5 1.48 
From table 18 we can see that during pretest condition mean 
value of SWB was 40.33. During posttest condition scores on SWB 
increased to 60.5. 
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Comparison of scores on SWB of pretest condition to those of 
posttest condition yielded highly significant difference for SWB 
(p < .001). 
Scores on table 17 and table 18 show that type A and type B 
patients do not differ in response to meditation on SWB. Tables also 
indicate drastic improvement on SWB in both type A and type B patients. 
Table 
Pre-test scores of type A and type B patients 
Group Fac to r N Mean SD t-value P 
Type A SBP 20 152.5 9.81 
.27 NS 
TypeB SBP 20 151.75 7.11 
Type A DBP 20 97.25 5.40 
1.71 NS 
TypeB DBP 20 99.75 3.69 
Type A angina SWB 10 39.1 2.87 
.95 NS 
Type B angina SWB 10 40.8 4.21 
Type A SWB 30 40.23 6.47 
.42 NS 
Type B SWB 30 40.9 5.87 
Scores on above table show that mean SBP of type A was 152.5 
mm.Hg and DBP was 97.25 mm.Hg. SWB (angina) patients was 39.1 and 
SWB was 40.23, whereas SBP of type B was 151.75 mm.Hg. DBP was 
99.75, SWB of angina was 40.8 and SWB of was 40.9. 
Table depicts a very interesting picture of the pre-test status of 
Type A and Type B patients on various dimensions. No difference was 
observed in pre-test scores on SBP, DBP and SWB. 
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Table - 19 
Pre-test scores of type A hypertension and combined disease 
patients 
Group Factor N Mean SD t-value P 
Type A DT 
Type A Md 
SEP 
SBP 
10 
10 
151.0 
154.0 
6.75 
12.00 
.66 NS 
Type A DT 
Type A Md 
DBP 
DBP 
10 
10 
98.5 
96 
4.5 
6.63 
.95 NS 
Table - 20 
Pre-test scores of type A hypertension, angina and combined 
disease patients 
Group Factor N Mean SD t-value P 
Type A DT 
Type A Md SWB 
15 
15 
40.6 
39.86 
7.74 
4.86 
.30 NS 
Table - 21 
Pre-test scores of type B hypertension and combined disease 
patients 
Group Factor N Mean SD t-value P 
TypeB DT 
Type B Md 
SBP 
SBP 
10 
10 
153.5 
150 
5.93 
7.07 
1.15 NS 
TypeB DT 
Type B Md 
DBP 
DBP 
10 
10 
101 
98.5 
4 
4.5 
1.26 NS 
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Table - 22 
Pre-test scores of type B hypertension, angina and combined disease 
patients 
Group Factor N Mean SD t-value P 
TypeB DT SWB 15 41.46 7.23 
.52 NS 
Type B Md SWB 15 40.33 3.99 
The tables 19, 20, 21 and 22 give a clear picture of pre-test status 
of type A and type B patients on various dimensions. The tables clearly 
indicate that no significant difference was found in the pre-test scores on 
SBP, DBF and SWB. It becomes clear from the above tables that all groups 
started from the same point. 
* Research question number 5 and 6 deals with 
- whether type A hypertension, angina and combined 
disease patients undergoing Md show greater 
improvement in terms of SBP, DBP and SWB than those 
not undergoing Md. 
- Whether type B hypertension, angina and combined 
disease patients undergoing Md show greater 
improvement in terms of SBP, DBP and SWB than those 
not undergoing Md. 
Results obtained are reported in tables 23 to 26.. 
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Table - 23 
Post-test scores of type A hypertension and combined disease 
patients (DT and Md) 
Group Factor N Mean SD t-value P 
Type A DT SBP 10 143.26 7.91 
5.15 < .001 
Type A Md SBP 10 127.08 5.44 
Type A DT DBP 10 93.49 4.24 
7.27 < .001 
Type A Md DBF 10 81.70 2.58 
Table - 24 
Post-test scores of type A hypertension, angina and combined 
disease patients (DT and Md) 
Group Factor N Mean SD t-value P 
Type A DT SWB 15 49.11 6.14 
7.46 < .001 
Type A Md SWB 15 61.36 1.25 
The information given on table 19 and 20 indicate that both the 
groups i.e. group undergoing DT and the group undergoing Md started from 
the same point. 
Table 23 and 24 clearly indicate that the group taking DT and the 
group taking Md differ significantly on SBP, DBF and SWB. Further 
comparison of mean values of both the groups tell us that the group 
undergoing Md had advantageous improvement on SBP, DBF and SWB than 
the group that underwent DT. 
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Table - 25 
Post-test scores of type B hypertension and combined disease 
patients (DT and Md) 
Group Factor N Mean SD t-value P 
TypeB DT SBP 10 147.30 5.61 
4.63 < .001 
Type B Md SBP 10 133.01 7.56 
TypeB DT DBP 10 94.93 3.13 
5.59 < .001 
Type B Md DBP 10 85.19 4.32 
Table - 26 
Post-test scores of type B hypertension, angina and combined 
disease patients (DT and Md) 
Group Factor N Mean SD t-value P 
TypeB DT SWB 15 47.77 6.13 
7.71 < .001 
Type B Md SWB 15 60.5 1.48 
We can see from the tables 21 and 22 that both the groups i.e. 
the group undergoing DT and the group undergoing Md had no significant 
difference. Both the groups started from the same point. 
Results on tables 25 and 26 reflect significant difference for 
both DT and Md group on all the factors. Comparison of mean values 
clearly indicate drastic gains obtained by the group undergoing Md on SEP, 
DBF and SWB. 
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* Our next research question deals with whether female 
and male hypertension, angina and combined disease 
patients differ in their response to DT in terms of SBP, 
DBP and SWB. 
The results obtained are reported in tables 27 to 30. 
Table-27 
Scores of female hypertension and combined disease patients not 
undergoing Md 
Fac tors Condi t ion N Mean SD t-value P 
Pre-test 11 154.54 3.96 
SBP 3.32 < .01 
Post-test 11 148.76 3.96 
Pre-test 11 100.90 1.93 
DBP 4.58 < .001 
Post-test 11 95.77 3.06 
From table 27 we can see that during pre-test condition mean 
value of SBP was 154.54 mm.Hg and DBP was 100.90 mm.Hg. During 
post-test condition SBP decreased to 148.76 mm.Hg and DBP fell to 
95.77 mm.Hg. 
Comparison of blood pressure scores of pretest condition to 
those of posttest condition yielded significant differences for both SBP 
(p < .01) and DBP (p < .001). 
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Table-17 
Scores of type A hypertension, angina and combined disease patients 
undergoing Md 
Factors Condition N Mean SD t-value P 
Pre-test 9 149.44 7.61 
SBP 2.24 < .05 
Post-test 9 141.03 7.41 
Pre-test 9 98.33 4.71 
DBP 2.85 < .02 
Post-test 9 92.31 3.74 
Table 28 show that during pre-test condition mean value of SBP 
was 149.44 mm.Hg and DBP was 98.33 mm.Hg. During post-test condition 
SBP decreased to 141.03 mm. Hg and DBP fell to 92.31 mm.Hg. 
Comparison of blood pressure scores of pretest condition to 
those of posttest condition yielded significant differences for both SBP 
(p < .05) and DBP (p < .02). 
Table 27 and 28 show that females and males do not differ in 
response to DT on SBP and DBP. 
TabIe-29 
Scores of female hypertension, angina and combined disease 
patients not undergoing Md 
Factor Condition N Mean SD t-value P 
Pre-test 16 39.56 5.83 
SWB 3.34 < .01 
Post-test 16 46.15 5.08 
88 
Table 29 indicates that during pretest condition mean value of 
SWB was 39.56. During posttest condition scores on SWB increased to 
46.15. 
Comparison of scores on SWB of pre-test condition to those of 
posttest condition yielded significant difference for SWB (p < .01). 
Table-30 
Scores of male hypertension, angina and combined disease patients 
not undergoing Md 
Factor Condition N Mean SD t-value P 
Pre-test 14 42.71 8.75 
SWB 2.84 < .05 
Post-test 14 51.06 6.36 
From table 30 we can see that during pretest condition mean 
value of SWB was 42.71. During post-test condition scores on SWB 
increased to 51.06. 
Comparison of scores on SWB of pre-test condition to those of 
post-test condition yielded significant difference for SWB (p < .05). 
Table 29 and 30 indicate that females and males do not differ in 
response to DT on SWB. 
* Next research question deals with whether female and 
male hypertension, angina and combined disease patients 
differ in their response to Md in terms of SBP, DBP and 
SWB. 
The results obtained are reported in tables 31 to 34. 
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T a b l e - 1 7 
Scores of type A hypertension, angina and combined disease patients 
undergoing Md 
Factors Condition N Mean SD t-value P 
Pre-test 11 151.81 11.13 
SBP 5.82 < .001 
Post-test 11 128.44 6.50 
Pre-test 11 96.81 6.83 
DBP 5.97 < .001 
Post-test 11 82.76 3.28 
We can see from table 31 that during pre-test condition mean 
value of SBP was 151.81 mm.Hg and DBP was 96.81 mm.Hg. During post 
test condition SBP decreased to 128.44 mm.Hg and DBP fell to 82.76 
mm.Hg. 
Comparison of blood pressure scores of pre-test condition to 
those of post-test condition yielded highly significant differences for both 
SBP (p < .001) and DBP (p < .001). 
Table-32 
Scores of male hypertension and combined disease patients 
undergoing Md 
Factors Condition N Mean SD t-value P 
Pre-test 9 152.22 9.16 
SBP 4.83 < .001 
Post-test 9 132.01 7.58 
Pre-test 9 97.77 4.15 
DBP 6.23 < .001 
Post-test 9 84.30 4.52 
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Table 32 indicate that during pretest condition mean value of SBP 
was 152.22 mm.Hg, and DBP was 97.77 mm.Hg. During post-test 
condition SBP decreased to 132.01 mm.Hg, and DBP fell to 84.30 
mm. Hg. 
Comparison of blood pressure scores of pretest condition to 
those of posttest condition yielded highly significant differences for both 
SBP (p < .001) and DBP (p < .001). 
Scores on table 31 and 32 show that female and male 
hypertension and combined disease patients do not differ in response to 
meditation on SBP and DBP. 
Table-33 
Scores of female hypertension, angina and combined disease 
patients undergoing Md 
Factor Condition N Mean SD t-value P 
Pre-test 16 38.75 4.42 
SWB 18.54 < .001 
Post-test 16 60.45 1.33 
Table 33 shows that during pre-test condition mean value of SWB 
was 38.75. During post-test condition scores on SWB increased to 
60.45. 
Comparison of scores on SWB of pre-test condition to those of 
post-test condition yielded highly significant difference for SWB 
(p < .001). 
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Table-17 
Scores of type A hypertension, angina and combined disease patients 
undergoing Md 
Factor Condition N Mean SD t-value P 
Pre-test 14 41.64 3.99 
SWB 17.77 < .001 
Post-test 14 61.55 1.18 
Scores on table 34 indicate that during pre-test condition mean 
value of SWB was 41.64. During post-test condition scores on SWB 
increased to 61.55. 
Comparison of scores on SWB of pre-test condition to those of 
post-test condition also yielded highly significant differences for SWB 
(p < .001). 
Scores on table 33 and 34 show that female and male patients do 
not differ in response to meditation on SWB, but their is drastic 
improvement on SWB in both female and male patients. 
Table - 35 
Pre-test scores of female hypertension and combined disease 
patients 
Group Factor N Mean SD t-value P 
Female DT SBP 11 154.54 3.96 
.74 NS 
Female Md SBP 11 151.81 11.13 
Female DT DBP 11 100.90 1.93 
1.85 NS 
Female Md DBP 11 96.81 6.83 
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Table - 36 
Pre-test scores of female hypertension, angina and combined disease 
patients 
G r o u p F a c t o r N Mean SD t-value P 
Female DT SWB 16 39.56 5.83 
.43 NS 
Female Md SWB 16 38.75 4.42 
Table - 37 
Pre- tes t scores of male hyper tens ion a n d combined disease 
pa t ien ts 
G r o u p F a c t o r N Mean SD t-value P 
Male DT 
Male Md 
SBP 
SBP 
9 
9 
149.44 
152.22 
7.61 
9.16 
.66 NS 
Male DT 
Male Md 
DBP 
DBP 
9 
9 
98.33 
97.77 
4.71 
4.15 
.25 NS 
Table - 38 
Pre- tes t scores of male hyper tens ion, ang ina and combined disease 
pa t ien ts 
G r o u p F a c t o r N Mean SD t-value P 
Male DT 
Male Md 
SWB 
SWB 
14 
14 
42.71 
41.64 
8.75 
3.99 
.41 NS 
Table 35, 36, 37 and 38 clearly indicate that both the groups i.e. 
the group taking drugs and the group taking Md do not differ significantly 
on SBP, DBP and SWB in any of the disease group. Results on above stated 
tables make it clear that both the groups started from the same point. 
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* Research question number 9 and 10 deals with 
- whether female hypertension, angina and combined 
disease patients undergoing Md show greater 
improvement in terms of SBP, DBP and SWB than those 
not undergoing Md. 
- Whether male hypertension, angina and combined 
disease patients undergoing Md show greater 
improvement in terms of SBP, DBP and SWB than those 
not undergoing Md. 
Results obtained are reported in tables 39 to 42. 
Table - 39 
Post-test scores of female hypertension and combined disease 
patients (DT and Md) 
Group Factor N Mean SD t-value P 
Female DT 
Female Md 
SBP 
SBP 
11 
11 
148.76 
128.44 
3.96 
6.50 
8.61 < .001 
Female DT 
Female Md 
DBP 
DBP 
11 
11 
95.77 
82.76 
3.06 
3.28 
9.35 <.001 
Table - 40 
Post-test scores of female hypertension, angina and combined 
disease patients (DT and Md) 
Group Factor N Mean SD t-value p 
Female DT 
Female Md 
SWB 
SWB 
16 
16 
46.15 
60.45 
5.08 
1.33 
10.67 <.001 
Table 35 and 36 is indicative of the fact that the group taking 
drugs and the group taking Md had no significant difference on SBP, DBP 
and SWB. Both the groups started from the same point. 
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It is clear from table 39 and 40, that the group taking drugs differ 
significantly from the group undergoing Md on SBP, DBP and SWB. 
Comparison of mean values of both the groups indicate that the group 
undergoing Md show greater improvement on SBP, DBP and SWB. 
Table - 41 
Post-test scores of male hypertension and combined disease 
patients (DT and Md) 
Group Factor N Mean SD t-value P 
Male DT SBP 9 141.03 7.41 
2.41 <.05 
Male Md SBP 9 132.01 7.58 
Male DT DBP 9 92.31 3.74 
3.88 <.01 
Male Md DBP 9 84.30 4.52 
Table - 42 
Post-test scores of male hypertension, angina and combined disease 
patients (DT and Md) 
Group Factor N Mean SD t-value P 
Male DT SWB 14 51.06 6.36 
5.99 <.001 
Male Md SWB 14 61.55 1.18 
Information provided on table 37 and 38 indicate no significant 
difference between the group taking drugs and the groups undergoing Md 
which makes it clear that both the group started from the same point. 
The results given on table 41 and 42 show that both the groups 
i.e. group undergoing DT and the group undergoing Md differ significantly 
on SBP, DBP and SWB. Comparison of mean values of the both groups 
indicate gains obtained by the group undergoing Md on all the factors. 
Table-43 
Scores of all disease groups on SWB 
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Group Condition N Mean SD t-value P 
Pre-test 10 48.9 7.43 
Hypertension DT 2.47 < .05 
Post-test 10 55.51 3.42 
Pre-test 10 41.1 4.22 
Hypertension Md 13.26 < .001 
Post-test 10 61.27 1.99 
Pre-test 10 38.5 3.04 
Angina DT 3.61 < .01 
Post-test 10 44.29 3.83 
Pre-test 10 42.4 2.49 
Angina Md 21.48 < .001 
Post-test 10 61.09 0.97 
Pre-test 10 36.7 3.37 
Combined disease DT 3.40 < .01 
Post-test 10 40.93 1.71 
Pre-test 10 36.8 4.28 
Combined disease Md 16.53 <.001 
Post-test 10 60.45 1.02 
Pre-test 15 40.6 7.74 
Type A DT 3.27 <.01 
Post-test 15 49.11 6.14 
Pre-test 15 39.86 4.86 
Type A Md 16.28 <.001 
Post-test 15 61.36 1.25 
Pre-test 15 41.46 7.23 
Type B DT 2.53 <.05 
Post-test 15 47.77 6.13 
Pre-test 15 40.33 3.99 
Type B Md 18.17 <.001 
Post-test 15 60.5 1.48 
Pre-test 16 39.56 5.83 
Female DT 3.34 <.01 
Post-test 16 46.15 5.08 
Pre-test 16 38.75 4.42 
Female Md 18.54 <.001 
Post-test 16 60.45 1.33 
Pre-test 14 42.71 8.75 
Male DT 2.84 <.05 
Post-test 14 51.06 6.36 
Pre-test 14 41.64 3.99 
Male Md 17.77 <.001 
Post-test 14 61.55 1.18 
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Sense of well being scale consists of some items that are related 
to symptoms of disease and some related to social and interpersonal 
issues. In order to see whether patients undergoing meditation show 
advantage of a different type than those undergoing DT, it was felt 
necessary to study SWB under two heads - aspects relating to symptoms 
of disease and those relating to social and interpersonal issues. Pre-test, 
post-test comparisons of scores on symptoms relating to disease and items 
other than those relating to disease were made for both groups. This would 
bring out clearly the differences, if any, between meditation and DT groups 
on SWB, research questions 26 to 30 are concerned with this aspect of 
our work. 
* Research question number 11 deals with whether 
hypertension patients undergoing Md differ from those 
not undergoing Md on symptom-related SWB. 
Table 44 and 45 present comparison of pre-test, post-test status 
regarding symptom-related SWB. 
Table - 44 
Scores of hypertension patients undergoing DT only on symptom 
-related SWB 
Group N Mean SD t-value P 
Pre test 10 35.2 6.70 
2.42 <.05 
Post test 10 40.87 2.49 
It may be observed from table 44 that there was significant 
(P<.05) improvement in symptom related sense of well being in pre-post 
test comparison of hypertension patients undergoing DT. 
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The hypertension group undergoing meditation was compared for 
symptom-related pre-post test scores. Results are given in table 45. 
Table - 45 
Scores of hypertension patients undergoing Md on symptom-
related SWB 
Group N Mean SD t-value P 
Pre-test 10 28.1 5.97 
8.83 <.001 
Post-test 10 45.77 1.38 
Comparison of scores on symptom-related SWB of pretest 
condition to those of posttest condition yielded highly significant 
difference (P<.001). 
Thus, table 44 and 45 indicate improvement in both the groups, 
i.e. the group undergoing DT and the group undergoing Md. As far as extent 
of improvement is concerned, greater improvement has been observed in 
patients undergoing meditation. 
* Our next research question deals with whether 
hypertension patients undergoing meditation show 
greater improvement than those not undergoing Md 
on non-symptom related SWB. 
The results obtained are reported in table 46 
and 47. 
Table - 46 
Scores of hypertension patients undergoing DT on non-symptom 
-related SWB 
Group N Mean SD t-value P 
Pre-test 10 13.7 1.26 
1.35 NS 
Post-test 10 14.35 0.77 
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Table - 47 
Scores of hypertension patients undergoing Md on non-symptom 
-related SWB 
Group N Mean SD t-value P 
Pre-test 10 11.2 1.66 
4.52 <.001 
Post-test 10 14.2 1.23 
Table 46 and 47 reflect status of non-symptom related SWB of 
hypertension patients undergoing DT only and those undergoing meditation 
together with drug therapy. Here we observe that no improvement was seen 
in DT only group on this dimension. The meditation group showed 
extremely significant improvement on SWB other than symptom related. 
Thus, while both groups improved on symptom related SWB, only 
meditation resulted in improvement in SWB relating to social and broader 
issues. 
* Our next research question is concerned with 
whether angina patients undergoing meditation 
differ on symptom^-related SWB from those not 
undergoing Md. 
The results obtained are reported in table 48 and 49. 
Table - 48 
Scores of angina patients not undergoing Md on symptom 
-related SWB 
Group N Mean SD t-value P 
Pre-test 10 25.8 2.85 
4.35 <.001 
Post-test 10 32.29 3.55 
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Tab le 4 8 ind ica te s i g n i f i c a n t i m p r o v e m e n t in s y m p t o m - r e l a t e d 
S W B in p r e - p o s t - t e s t c o m p a r i s o n o f a n g i n a pa t i en t s u n d e r g o i n g DT. 
Table - 49 
Scores of angina patients undergoing Md on symptom 
-related SWB 
Group N Mean SD t-value P 
Pre-test 10 31.5 2.76 
14.74 <.001 
Post-test 10 45.36 0.85 
Comparison of pre and post test scores on symptom related SWB 
yielded highly significant difference (P<.001) for symptom-related SWB. 
Thus table 48 and 49 indicate improvement in DT group and 
meditation group. As far as extent of improvement is concerned, again 
greater improvement has been observed in patients undergoing meditation. 
* Next research question deals with whether 
angina patients undergoing Md show greater 
improvement on non-symptom related SWB than those 
not undergoing Md. 
The results obtained are reported in table 50 and 51. 
Table - 50 
Scores of angina patients not undergoing Md on non-symptom 
-related SWB 
Group N Mean SD t-value P 
Pre-test 10 11.7 1.55 
1.80 NS 
Post-test 10 12.89 1.31 
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Table - 51 
Scores of angina patients undergoing Md on non-symptom 
-related SWB 
Group N Mean SD t-value P 
Pre-test 10 10.8 1.24 
3.99 <.001 
Post-test 10 14.79 2.80 
Table 50 and 51 reflects status of angina patients undergoing DT 
and those undergoing Md on non-symptom related SWB. No improvement 
was seen in DT only group on this dimension. The meditation group 
showed highly significant improvement on non-symptom related SWB. 
Thus while both groups improved on symptom related SWB, only 
meditation group showed improvement in SWB relating to social and 
broader issues. 
* Next research question is concerned with whether 
combined disease patients undergoing Md differ on 
symptom related SWB from those not undergoing Md. 
The results obtained are reported in table 52 and 53. 
Table - 52 
Scores of combined disease patients not undergoing Md on 
symptom-related SWB 
Group N Mean SD t-value P 
Pre-test 10 29.4 1.56 
9.65 <.001 
Post-test 10 36.06 1.46 
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We can see from table 52 that there was significant improvement 
in symptom related SWB in pre-post test comparison of combined disease 
patients undergoing DT. 
Table - 53 
Scores of combined disease patients undergoing Md on 
symptom-related SWB 
Group N Mean SD t-value P 
Pre-test 10 30.2 3.62 
12.52 <.001 
Post-test 10 45.98 1.34 
Comparison of scores on symptom related SWB of pretest 
condition to those of post-test condition yielded highly significant 
difference for symptom related SWB. 
Thus table 52 and 53 show improvement in both meditation and 
DT group. As far as extent of improvement is concerned, greater 
improvement has been seen in patients undergoing meditation. 
* Our next research question deals with whether 
combined disease patients undergoing Md show 
greater improvement on non-symptom related SWB 
from those not undergoing Md. 
The results obtained are reported in table 54 and 55. 
Table - 54 
Scores of combined disease patients not undergoing Md on 
non-symptom-related SWB 
Group N Mean SD t-value P 
Pre-test 10 12.1 1.3 
.69 NS 
Post-test 10 12.48 1.08 
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Table - 55 
Scores of combined disease patients undergoing Md on 
non-symptom-related SWB 
G r o u p N Mean SD t -value P 
Pre-test 10 10.6 .48 
18 <.001 
Post-test 10 15.46 .68 
Table 54 and 55 reflect status of non-symptom related SWB of 
combined disease patients undergoing DT and those undergoing Md. Here 
no improvement was seen in DT group on this dimension. The meditation 
group showed extremely significant improvement on non-symptom related 
SWB. 
Thus while both groups improved on symptom related SWB, only 
meditation group showed improvement on social and broader issues. 
Chapter - 5 
In the present scenario, millions of people are suffering from 
cardiovascular disorders. These pathologies take their toll on the quality 
of life of the patients causing acute discomfort and unhappiness. Although 
certain aspects of these pathologies appear to be fairly well controlled 
through medical procedures which have advanced by leaps and bounds, an 
awareness that these procedures are associated with side effects which are 
increasingly coming to light have made people extremely wary and 
cautious in adopting them. Therefore, the search for a strategy that can 
alleviate problems without the fear of accompanying damage has been 
taken up as a priority issue. The search has been consistently pointing out 
towards strategies like meditation which have proved to be successful in 
dealing with these pathologies. Absence of disease and improvement in 
physical symptoms is undoubtedly important, but mere absence of disease 
is not sufficient to spell health, something beyond this condition is also 
necessary. The humanistic paradigm speaks of the individual's own 
perception and phenomenological experience of positive affect and 
positive perspective which is of crucial significance. Thus the aim of a 
treatment should be to bring about improvement in the measurable aspect 
of the disease together with experiential aspect relating to the individual. 
The major problem with medical and drug therapy relating to hypertension 
and cardiac disorders is that drugs lead to inconvenience, complications 
and sometimes negative emotions. Some anti-blood pressure drugs may 
lead to respiratory problems, problems in digestion, sense of foreboding 
and insomnia etc. Similar reactions are found in drugs for cardiac 
ailments. Life saving drugs for angina (nitrates) sold under name 
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sorbitrate, angised, cause severe flushing, headaches, giddiness, sense of 
exhaustion and weakness etc. A strategy that not only alleviates physical 
problems but also does not cause the side effects cited above, would be an 
extremely desirable alternative. 
The results of the present study reflect improvement on all 
parameters not only in those patients who were undergoing meditation 
(together with drugs) but also in those patients who were not undergoing 
meditation but taking drugs only. There is no denying that a lot of progress 
has been made in terms of pharmaceutical drugs for hypertension and 
cardiovascular ailments and the beneficial effects of the drugs can be seen 
in patients using them. The benefits of drugs in terms of reduction of 
blood pressure which had been on the higher side, as well as lowered 
frequency of angina episodes are bound to result in SWB and this was 
observed. Results showed that the subjects well-being improved 
significantly in terms of the initial score at the start of drug therapy and 
the score obtained after six months of treatment. It may therefore appear 
that meditation hardly has any additional benefits to offer, but certain 
interesting differences can be clearly seen. 
The first important difference is in terms of extent to which 
wellbeing has been enhanced and blood pressure has been lowered in both 
the groups. While in terms of comparisons with initial scores there was 
improvement on all parameters in both the groups, comparison of post-
test status on all indices indicates a significant advantage of the meditation 
group over those who were only on drugs. The onset of advantage was also 
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markedly different in the sense that meditation was found to result in 
immediate lowering of blood pressure and increase in well-being. 
Furthermore meditation resulted in a stable condition on all indices by 
fourteenth to sixteenth week. In the group that was not undergoing 
meditation but was only on drugs, there were fluctuations, discernible 
throughout. Relief occurred at a much later point as compared to 
meditation group. Thus a different picture of advantage associated with 
meditation is evident. The picture expresses a phenomenally larger 
advantage in terms of blood pressure and well-being as compared to the 
group taking drugs only. Therefore, though we can not deny advantages that 
occur due to drugs but advantages of meditation are overwhelmingly 
greater. The picture would have been more clear if we could have a 
meditation only group, but for ethical reasons it was not advisable to 
persuade patients to leave prescribed drugs and depend only on meditation. 
Incidentally the researcher had access to two patients who on perceiving 
the advantage of meditation left off drugs on their own accord. Graphic 
representation of these patients is indicated in Appendix VII and VIII. 
Furthermore a patient who had reduced drug intake because of benefits 
perceived by him was also evaluated graphically and his status is indicated 
in Appendix IX. These cases indicate that there was no disadvantage from 
stopping or reducing drug dosage. The question needs much more 
comprehensive and thorough probing but a trend is clearly indicated. 
Type A and Type B classification is by and large a well accepted 
demarcation of personality type emerging primarily out of studies related 
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to CHD. The greater propensity of Type A persons to succumb to CHD has 
been pointed out by many researchers. When cardiovascular patients 
undergoing treatment in the institute with which the researcher was 
associated were screened for Type A and Type B personality it was 
observed that patients fell into Type A and Type B category with almost 
equal frequency. There was no difficulty in obtaining Type B sample. This 
was surprising because it had been surmised that there would be 
significantly lesser number of type B as compared to Type A. 
It should be borne in mind that behaviour's learned by the 
individuals are anchored in the social context. Therefore many innate 
tendencies to behave in a particular way may be modified to fall within a 
framework of approved and expected behaviours. Type A behaviours are 
usually not socially desirable, it is socially better to present a calm and 
cool exterior, behave with restraint and project a picture of self controlled 
maturity. Thus even Type A persons with innate temperament to behave 
with aggression, impulsivity and hurriedness may teach themselves Type B 
behaviours in spite of it being contrary to their inclinations. Furthermore 
the Type A association with cardiac disorders emerged out of the 
hypothesis that Type A are under greater stress and it is actually stress that 
causes vulnerability for CHD. There is no evidence to state that Type B are 
not stressed. There may be immense stress under the cool and composed 
behaviour of Type B. Thus, the demarcation of Type A and Type B 
personality appears to be much more fluid and overlapping than was earlier 
surmised. Even otherwise there has been contradictory evidence regarding 
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the Type A and CHD association. Many researches have failed to report a 
relationship between type A behaviour and CHD. Johnston and others 
(1987) studied 5936 men aged 40-59 years randomly selected from 
British GP lists. Results of this longitudinal study indicated no 
relationship between type A behaviour and heart disease. In 1984, Palsane 
and Evans studied 120 state transport drivers in the Pune region of 
Maharashtra state to examine the differences in their driving behaviour and 
health as related to Type A/Type B personality patterns. They found no 
significant difference in Type A and Type B drivers so far as cardiac 
problems are concerned. Evans, Palsane and Carrere (1987) extended this 
study and attempted to compare Type A and Type B bus drivers in the 
United States and India. Results indicate that type A pattern of behavioural 
disposition is not found to have any bearing on cardiac problems. 
In our study also we observed that not only were Type A and Type 
B personalities equally frequent amongst cardiac patients, the benefits 
from meditation were similar in both the groups on all the indices under 
the study i.e. SBP, DBP and SWB. Advantages that occur due to meditation 
in both the groups were similar. 
t 
The conjecture that type A patients were more likely to benefit 
from meditation had been based on appreciation of difference between 
Type A and Type B personalities theorised and demonstrated by earlier 
studies. No difference at any level was borne by our study. 
It is important to study gender differences with regard to various 
phenomena not because it is important to prove that gender differences 
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exist but equally important to highlight when differences do not exist. 
There are points of common reactions and functioning amongst males and 
females and also areas where they differ. This appears to be an area where 
no difference is observed. Both males and females react in a similar 
manner to meditation. Since meditation is concerned with our physical and 
cognitive systems at levels which transcend differences in body structure 
and molecular level functioning, no difference was seen. 
A very important finding relates to SWB which is experienced by 
the group undergoing meditation and the group not undergoing meditation 
(drug only). We found in pretest and post-test comparison of both groups 
that SWB has improved. There are two important points of difference in 
the improvement perceived by meditation group as compared to non-
meditation group. First, the quantum of increase in well-being is markedly 
greater through meditation, second through meditation not only is 
wellbeing related to alleviation of symptom, but it is also related to a more 
positive interpersonal and social orientation. The enhanced wellbeing in 
the non-meditation group (i.e. DT only) is due only to alleviation of 
disease related symptoms. The status of the individual with regard to 
broader life issues remains the same. 
This is a very significant difference between the two groups 
because achieving positive and healthy reactions and relations with the 
environment is important for personality growth and health. Psychosocial 
factors play an unimaginably vital role in our lives. Research has suggested 
that psychosocial factors may be associated with changes in natural killer 
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cell cytotoxicity (NKCC), which is an important defense against infections 
and cancer growth. For example, lowered NKCC has been shown in 
individuals under stress, bereaved individuals and those with major 
depressive disorder. In addition, research has suggested that social 
support, active coping style and joy may be related to changes in NKCC in 
patients with breast cancer (Goodkin and others, 1992). The research into 
NKCC is still in its early stages but it holds great promise for alleviation 
of disease through psychologic interventions. Goodkin and others (1992) 
also examined the relationship between psychosocial factors and NKCC in 
HIV-positive men and obtained results similar to those obtained in relation 
to cancer patients. Penix and Brenda (2000), found that focussing on 
positive emotions can contribute substantially to our insights regarding the 
ability to deal successfully with adverse events that are inevitable at an 
advanced age. In a 2-yr. prospective cohort study of 2,282 Mexicans aged 
(65-99 yrs), Ostir and others (2000) found that positive affect seems to 
protect individuals against physical decline in old age. Thomson and Judith 
E. (2000) found that spiritual wellbeing was an important contributor to 
overall quality of life amongst hospice patients. According to Salovey and 
others (2000), positive emotional state may promote healthy perceptions, 
beliefs and physical well-being. 
Thus the overall well-being achieved through meditation which 
reflects the individual's increased capacity to react amicably with the 
environment is a protector against pathology. Our research findings, 
therefore reiterate the gains that can be achieved through meditation. 
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While pharmaceutical drugs help the patient by reducing pathological 
symptoms, this fucntion is performed by meditation to a much more 
enhanced degree. Furthermore meditation also touches an area which drugs 
are not able to touch namely attitudes and relationships with the 
environment. The latter is an unprecedented gain because it has implication 
of being as protective and buffer force against serious pathology. 
Suggestions for future research 
The conduct of research is an important learning experience for 
the researcher. The clarity which occurs after in-depth study and actually 
doing the work creates a more clear picture of shortcomings and issues to 
be taken cognizance of in future research. Some of the shortcomings in 
methodology were perceived at the begining itself but they were such that 
have to be accepted as inevitable by the social scientist. It is not possible 
to intrude into the subjects life beyond the permissable limits. Therefore, 
manipulation of drug intake variable to create a group which stops drug 
intake can not be contemplated. The suggestions being given by the 
researcher include those relating to methodology and those relating to a 
broader perspective. 
The search, while enlighting us with regard to a phenomena must 
also make available information which facilitates application of findings 
for alleviation of problems. It is true that overall results have clearly 
broughtout the efficacy of meditation for coping with hypertension and 
coronary heart disease. But there were some subjects who responded to 
meditation with a remarkable degree of success while some others did not 
I l l 
give such a favourable response. It would be extremely enlightening if 
subjects who have maximally benefitted from meditation and those that had 
derived minimum benefit were studied comprehensively. Personality 
factors, past experiences, attitudes and beliefs would help us to understand 
impact of meditation better. It could begin a new and fruitful area of 
research. Thus intensive study of a few limited cases could help to begin 
this work. 
It was pointed out that subjects were drawn from those patients 
who were visiting the hospital with complaints of hypertension and angina. 
Drugs were prescribed by physician and meditation was offered to those 
who were agreeble. We had equated the groups on all pertinent dimensions 
including type and dosage of drugs taken by them. This interms of a well 
controlled study was viable since only the factor of meditation 
distinguished the two groups. Therefore the results obtained are no doubt 
of great importance. But accessing individuals who have hypertension and 
heart problems and who do not want to undergo drug therapy would enable 
us to get a group not undergoing drug therapy. This could be a difficult but 
not impossible task because a large number of people are not taking 
treatment for these ailments and may desire to adopt meditation. This 
would be an effort worth making it. AH efforts must be made with ethically 
approved favour. Thus continuous monitoring and if blood pressure and 
other conditions warrant the need for medication then advising the patient 
to adopt drug therapy should be given, despite disadvantage to the subject. 
For angina patients the index of improvement which we studied was 
112 
frequency of angina episodes. This is actually not sufficient to evaluate 
the improvement. It could be more desirable if exercise ECG/stress test 
which evaluates the status more clearly is taken pretest and latter either 
post-test only or in a continuous phase manner would be more desirable. 
There is clear, unequivocal evidence that meditation has 
benefitted hypertension and coronary heart disease patients. Therefore, the 
medical practitioner should include meditation in his treatment regiment 
so that benefits of a wider range and a more meaningful nature become 
available to the patients. Whether meditation can replace drug therapy 
totally is a different question which can be answered only after much more 
research but meditation as an adjunct and supplement to drug therapy 
should definitely become the practice. 
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A p p e n d i x - I 
P A T I E N T I N F O R M A T I O N S H E E T A N D I N F O R M E D 
C O N S E N T 
I invite you to please participate in a research which I am 
conducting. I am investigating the role of meditat ion in the management 
of cardiovascular disorders. Many studies have shown that meditation can 
help in the management of certain cardiovascular disorders and I too 
want to see the ef fec t of meditat ion on your condition, namely 
hypertension/angina. This investigation involves taking blood pressure 
readings every week for patients with high blood pressure and responses 
on sense of well-being scale, every week for the patients with high blood 
pressure and coronary heart disease. Blood pressure readings and 
responses on sense of well-being scale will be taken every week for a 
period of six months. 
I would be very grateful for your part icipat ion. You are free to 
withdraw from the investigation at any time. You are also requested not 
to change the treatment you are receiving f rom your doctor. 
Many thanks 
Name of the patient 
Signature of the patient 
Name of the Investigator 
Signature of the Investigator 
IV 
A p p e n d i x - II 
P R O F O R M A 
Role of Meditat ion in the Management of Certain Cardiovascular 
Disorders Amongst Type-A and Type-B Patients 
Name Age 
Height (CMS) Weight (Kgs.) 
Sex Marr ied/Unmarr ied 
Occupat ion Smoker /Non-smoker 
Residence Rural /Urban 
Diagnosis Durat ion 
Past History: DM/HT/IHD/Cold Durat ion 
Family History : DM/HTN/IHD/Cold 
Personality type 
Drug History 
Drug Dose 
Weekly blood pressure measurements 
1. 2. 3. 4. 
5. 6. 7. 8. 
9. 10. 11. 12. 
13. 14. 15. 16. 
Follow-up 
1. 2. 3. 4. 
5. 6. 7. 8. 
Ill 
Appendix - III 
I N S T R U C T I O N S F O R M E D I T A T I O N 
1. Sit qu ie t ly in a c o m f o r t a b l e pos i t i on . 
2. C lose your eyes . 
3. Deep ly re lax all your musc le s , b e g i n n i n g at your feet and 
p rog re s s ing up to your face . K e e p t h e m deep ly re laxed . 
4. Brea th th rough y o u r nose . B e c o m e aware of your brea th ing . 
As you brea th in say word "Ya" s i l en t ly to yourse l f in your 
mind , and as you brea th out say w o r d "Al lah" s i lent ly to 
yourse l f in your mind . 
5. Con t inue for 20 minu te s you may o p e n your eyes to check 
the t ime, but do not use an a l a rm. W h e n you finish, sit 
qu ie t ly for severa l minu tes at first wi th c losed eyes and later 
with opened eyes . 
6. Do not worry abou t whe the r you are s u c c e s s f u l in ach iev ing 
a deep level of r e laxa t ion . M a i n t a i n a pa s s ive a t t i tude and 
permi t r e laxa t ion to occur at its o w n pace , when d is t rac t ing 
though t s occur , ignore them and c o n t i n u e repea t ing "Ya" 
"Allah" 
7. Prac t i se the t e chn ique twice da i ly but not wi th in two hours 
a f t e r any meal , s ince the d i g e s t i v e p roce s se s seem to 
in te r fe re with the e l ic i ta t ion of an t i c ipa t ed changes . 
IV 
A p p e n d i x - IV 
T Y P E A - T Y P E B R A T I N G S C A L E 
Below are given seven statements, Read them careful ly and encircle the 
number which best expresses how you feel. 
1. Am Casual about 
appointment 
1 2 3 4 5 6 7 8 am never late 
2. Am not competi t ive 1 2 3 4 5 6 7 8 am very competit ive 
3. Never feel rushed, 1 2 3 4 5 6 7 8 always feel rushed 
even under Pressure 
4. Take things one at 
time 
1 2 3 4 5 6 7 8 try to do many 
things at ones, 
think about what I 
am going to do 
next . 
5. Do things slowly 
6. Express feel ings 
1 2 3 4 5 6 7 8 Do things fast 
(Eating,Walking etc) 
1 2 3 4 5 6 7 8 "Sit" on feelings 
7. Have many interests 1 2 3 4 5 6 7 8 Have few interests 
outside work. 
IV 
A p p e n d i x - V 
S E N S E O F W E L L - B E I N G S C A L E ( H Y P E R T E N S I O N ) 
Below are given twenty statements fol lowed by possible options. Read 
them carefully and tick mark the option which best expresses how you 
feel. 
1. Do you feel headache during the day ? 
Yes No 
Once Twice More than twice 
2. How severe is the pain ? 
No pain 
Mild Moderate Severe 
3. Do you feel heaviness in the head during the day ? 
Yes No 
Once Twice More than twice 
4. How severe is this feeling of heaviness ? 
Not at all 
Mild Moderate Severe 
5. Do you feel as if you are loosing consciousness during the day ? 
Yes No 
Once Twice More than twice 
6. How severe is this feeling ? 
Not at all 
Mild Moderate Severe 
7. Do you feel pain in the neck during the day ? 
Yes No 
Once Twice More than twice 
8. How severe is the pain ? 
No pain 
Mild Moderate Severe 
9. Do you feel exertion while at work ? 
Yes No 
Mild Moderate Severe 
VI 
10. D o y o u f e e l b r e a t h l e s s n e s s w h i l e w a l k i n g ? 
Yes N o 
Mi ld M o d e r a t e S e v e r e 
11. Do you have palpitations ? 
Yes No 
Mild Moderate Severe 
12. Do you feel restlessness ? 
Yes No 
Mild Moderate Severe 
13. Are you undergoing some stress at the present time ? 
Yes No 
14. Do you find pleasure in interacting with people ? 
Yes No 
15. Do you find pleasure in attending social gatherings ? 
Yes No 
16. Do you find pleasure in going out for a walk ? 
Yes No 
17. Do you find pleasure in daily routine activities ? 
Yes No 
18. Do you find pleasure in engaging yourself in some entertainment, 
like watching T.V. ? 
Yes No 
19. Do you look forward to good things in the future ? 
Yes No 
20. Do you feel better these days than before ? 
Yes No 
VII 
A p p e n d i x - VI 
S E N S E O F W E L L - B E I N G S C A L E ( A N G I N A ) 
Below are given twenty statements followed by possible options. Read 
them carefully and tick mark the option which best expresses how you 
feel. 
1. Do you feel pain in the Chest ? 
Yes No 
Once Twice More than twice 
2. How severe is the pain ? 
No pain 
Mild Moderate Severe 
3. Do you feel tightness in the chest ? 
Yes No 
Once Twice More than twice 
4. How severe is this feeling of tightnes ? 
Not at all 
Mild Moderate Severe 
5. Do you feel heaviness in the chest ? 
Yes No 
Once Twice More than twice 
6. How severe is this feeling of heaviness ? 
Not at all 
Mild Moderate Severe 
7. Do you feel pain in the left arm and shoulder ? 
Yes No 
Mild Moderate Severe 
8. How severe is the pain ? 
No pain 
Mild Moderate Severe 
9. Do you feel exertion while at work ? 
Yes No 
Mild Moderate Severe 
VIII 
10. D o y o u f e e l b r e a t h l e s s n e s s w h i l e w a l k i n g ? 
Yes N o 
Mi ld M o d e r a t e S e v e r e 
11. Do you have palpitations ? 
Yes No 
Mild Moderate Severe 
12. Do you feel restlessness ? 
Yes No 
Mild Moderate Severe 
13. Are you undergoing some stress at the present t ime ? 
Yes No 
14. Do you find pleasure in interacting with people ? 
Yes No 
15. Do you find pleasure in attending social gatherings ? 
Yes No 
16. Do you find pleasure in going out for a walk ? 
Yes No 
17. Do you find pleasure in daily routine activities ? 
Yes No 
18. Do you find pleasure in engaging yourself in some entertainment, 
like watching T.V. ? 
Yes No 
19. Do you look forward to good things in the future ? 
Yes No 
20. Do you feel better these days than before ? 
Yes No 
IX 
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